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Disabled  and  successful 

(A  parallel  analogy  of  life  and  work) 

by  Royanne  R.  Hollins 


Royanne  R.  Hollins  has  lost  her 
sight  from  diabetes,  but  she  re- 
mains active  and  has  a  successful 
career. 

I  ponder  how  blessed  I  am.  At  the 
ripe  old  age  of  36,  I  am  blind  from 
complications  of  insulin-dependent  di- 
abetes. To  some,  this  fact  may  seem 
quite  disturbing,  but  not  to  me.  Let 
me  tal<e  you  back  to  the  early  days  in 
1 963  when  I  was  diagnosed  as  having 
"sugar  diabetes."  1963  was  still  the 
"Dark  Ages"  regarding  information  on 
both  insulin-dependent  and  non-insu- 
lin dependent  diabetes.  Also  un- 
known was  information  regarding  the 
numerous  complications  involved  with 
extended  life  with  this  disease. 

I  grew  up  in  a  middle-income 
neighborhood  in  a  suburb  of  Sacra- 
mento, California.  I  received  my  ele- 
mentary, junior  high  school,  high 
school  and  college  education  in  my 
home  town.  In  addition  to  three  broth- 
ers, I  had  four  half-brothers  and  two 
half-sisters.  Of  ten  siblings,  six  of  us 
were  raised  together.  I  am  the  only  liv- 
ing insulin-dependent  diabetic  in  the 
bunch.  One  of  my  brothers  died  at  the 
age  of  three  due  to  diabetic  complica- 
tions. 

With  the  diagnosis  of  my  diabetes 
in  1963  came  test  tubes,  chemicals  in 
the  form  of  tablets  to  test  urine  sug- 
ars, fancy  gadgets  made  out  of  metal 
to  assist  in  getting  the  syringe  needle 
into  the  body  with  each  and  every  in- 
jection, as  well  as  the  all  too  familiar 
small  saucepan  and  strainer  in  which 
syringes  and  needles  were  sterilized 
by  boiling.  Those  days  are  gone, 
thank  goodness! 

As  the  years  passed,  the  treatment 


of  Type  I  insulin-dependent  diabetes 
changed  dramatically.  Along  with  the 
diet,  tools  used  to  test  the  control  lev- 
els and  those  used  to  inject  insulin 
changed.  The  insulin  and  the  amount 
given  on  a  daily  basis  changed.  Most 
important  of  all,  research  resulted  in 
tremendous  amounts  of  new  knowl- 
edge about  diabetes  and  its  compli- 
cations. The  new  knowledge  doubled, 
tripled  and  quadrupled  geometrically 
rather  than  arithmetically. 

Beginning  in  late  1984  my  personal 
treatment  regime  was  altered  drasti- 
cally. My  new  endocrinologist  who 
specialized  in  diabetes  care  had  been 
out  of  medical  school  only  a  few  years 
at  that  time.  He  knew  the  latest  and 
the  best.  We  quickly  put  a  lid  on  my 
diabetes,  turning  it  from  "uncon- 
trolled" to  "controlled."  I  was  immedi- 
ately educated  to  have  a  well-rounded 
knowledge  of  my  own  disease  and 
learned  to  read  the  signals  and  signs 
continuously  given  to  me  by  my  own 
body.  With  the  newly  found  wonderful 
control  of  my  insulin-dependent  dia- 
betes came  confidence  and  comfort. 

In  1977  1  began  a  new  job  and  a 
new  career.  With  no  prior  experience, 
I  was  given  an  opportunity  of  a  life- 
time and  began  work  as  a  legal  secre- 
tary. During  the  evenings  I  attended 
and  completed  a  thorough  program  in 
paralegal  training  in  Sacramento.  In- 
stead of  secretarial  training,  I  chose 
this  type  of  training  because  I  knew  if 
would  give  me  an  education  of  the 
whole  picture  and  not  just  part  of  it. 

When  I  was  hired,  my  prospective 
employers  did  not  discuss  with  me 
any  health  factors.  As  the  months  and 


years  passed,  1  became  more  and 
more  open  about  my  insulin-depen- 
dent diabetes  and  began  educating 
my  co-workers  about  this  disease. 
However,  at  the  time  I  was  still  armed 
with  only  the  basics.  Within  two  years 
of  beginning  my  wonderful  career  as 
a  legal  secretary,  1  was  hospitalized 
with  severe  diabetic  ketoacidosis 
(DKA)  and  coma.  1  was  25  years  of 
age  at  the  time  and  I  know  to  this  day 
my  youth  was  just  about  the  only 
thing  on  my  side.  After  my  first  terrible 
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bout  with  this  new  ailment,  DKA,  I  be- 
gan to  get  all  out  of  whack;  I  suffered 
from  DKA  almost  yearly  for  the  next 
five  years.  Finally,  in  1984  my  new 
physician  stopped  the  diabetic  ke- 
toacidosis in  its  tracks.  My  life  made  a 
complete  turnaround.  After  many 
years  of  alternating  between  feeling 
good  and  being  down  —  like  a  yo-yo 
—  I  began  to  feel  terrific  again. 

Even  with  the  yearly   bouts   with 
DKA,  I  continued  working  as  a  legal 
(Continued  on  page  15) 
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Hypoglycemic  reactions 

Plan,  prepare  and  be  rewarded! 

by  Ed  Bryant 


Ed  Bryant,  Editor,  Voice  of  the  Dia- 
betic, explains  methods  of  handling 
low  blood  sugar  reactions. 

Understanding  the  hypoglycemic 
reaction  and  its  treatment  requires  a 
bit  of  knowledge  about  nutrients 
needed  for  the  body  to  function. 
Food  is  the  source  of  the  necessary 
nutrients,  which  are  carbohydrates, 
proteins,  fats,  vitamins,  and  minerals. 
Although  knowledge  of  each  of  the 
nutrient  groups  is  important  to  diabe- 
tes management,  the  focus  in  this  ar- 
ticle is  on  carbohydrates.  Carbohy- 
drates contain  sugars  and  starches, 
which  are  broken  down  into  the  kind 
of  sugar  —  glucose  —  that  the  body 
uses  as  fuel  to  provide  cells  with  en- 
ergy to  do  their  assigned  work.  For 
this  discussion,  carbohydrates  are  di- 
vided into  three  categories;  simple 
carbohydrates,  complex  carbohy- 
drates (and  the  combination  of  sim- 
ple/complex), and  refined  carbohy- 
drates. 

Simple  carbohydrates  contain  sim- 
ple sugars  and  occur  naturally  in 
food  such  as  fruits,  honey,  and  some 
vegetables.  The  term  simple  refers  to 
the  fact  that  these  carbohydrates  are 
easily  and  quickly  digested  and  are 
rapidly  absorbed  in  the  body.  Com- 
plex carbohydrates  contain  starches. 
Cereals,  breads,  legumes  —  beans, 
peas,  and  peanuts  —  and  potatoes 
are  examples  of  foods  In  the  complex 
carbohydrate  category.  Because 
starches  have  to  be  broken  down 
into  sugars,  complex  carbohydrates 
take  longer  to  be  digested  and  ab- 
sorbed. Refined  carbohydrates  are 
the  processed  sugars  and  syrups.  Al- 
though refined  carbohydrates  origi- 
nate in  natural  sources,  they  have  un- 
dergone a  manufacturing  process 
that  turns  them  into  sugars  and  syr- 
ups such  as  those  used  in  candy, 
cookies,  etc.  Common  white  table 
sugar  and  corn  syrup  are  examples 
of  refined  carbohydrates. 

In  a  nutshell,  carbohydrates  are 
broken  down  into  glucose  commonly 
called  blood  sugar.  Insulin  processes 
blood   sugar  and   is   the   key  that 


opens  the  cell  door  so  that  blood 
sugai  can  enter  as  fuel.  Without  insu- 
lin, blood  sugar  cannot  enter  the 
cells  and  builds  up  in  the  blood.  This 
is  what  happens  in  diabetes.  On  the 
other  hand,  when  glucose  is  under- 
supplied  or  absent,  too  much  insulin 
triggers  the  physical  reaction  that  is 
the  topic  of  this  article.  For  maximum 
health,  glucose  and  insulin  must  be 
in  balance. 

According  to  medical  definition, 
hypoglycemia  is  an  abnormally  low 
blood  glucose  level.  Commonly 
called  a  low  blood  sugar  reaction,  it 
is  also  known  to  diabetics  as  insulin 
reaction  or  insulin  shock.  Hypoglyce- 
mia can  affect  both  insulin-depen- 
dent and  non-insulin-dependent  dia- 
betics. To  maintain  good  health,  the 
person  with  diabetes  must  control 
the  disease  at  all  times  through  care- 
ful diet,  exercise,  and  in  many  cases 
the  use  of  insulin  or  oral  medication. 
Constant  monitoring  of  blood  sugar 
levels  is  also  important.  Because 
PREVENTION  IS  THE  BEST  WAY  TO 
TREAT  A  LOW  BLOOD  SUGAR  RE- 
ACTION, a  diabetic  must  always  be 
vigilant  and  strive  to  make  certain 
that  the  blood  sugar  does  not  drop 
low  enough  to  trigger  a  reaction.  In- 
formation obtained  by  monitoring 
blood  sugar  levels  can  warn  of  im- 
pending hypoglycemia.  By  observing 
patterns  of  low  blood  sugar,  the  dia- 
betic can  prevent  a  reaction. 

Although  every  effort  should  be 
made  to  prevent  hypoglycemia,  al- 
most every  diabetic,  especially  those 
who  take  insulin,  will  occasionally  ex- 
perience a  reaction.  A  diabetic  must 
follow  a  regimen  to  avoid  reactions. 
Low  blood  sugar  reaction  indicates 
that  the  situation  is  out  of  balance. 
COMMON  CAUSES  of  hypoglycemia 
in  diabetics  include  straying  from  the 
prescribed  diet,  taking  too  much  in- 
sulin or  oral  medication,  not  eating 
the  proper  amount  at  the  proper 
time,  and  doing  vigorous  exercise. 
Ingestion  of  alcohol  or  certain  drugs 
can  also  bring  on  a  reaction. 

The  person  with  diabetes  must  be 
knowledgeable  about  hypoglycemic 
symptoms  and  must  be  able  to  iden- 
tify the  symptoms  within  him/herself 
in  order  to  deal  effectively  with  a  low 
blood  sugar  reaction.  Once  symp- 
toms are  recognized,  the  condition 
can  easily  and  quickly  be  corrected. 
Untreated,  hypoglycemia  can  lead  to 
coma  and,  less  frequently,  to  death. 
Either  of  these  events  may  happen 
when  the  brain  is  deprived  of  glucose 
over  an  extended  period  of  time. 
Without  nourishment,  the  brain  is 
starved. 

Symptoms  of  low  blood  sugar  re- 
action can  be  divided  into  two  gen- 
eral stages.  The  first  stage,  which 
tends  to  occur  early  during  a  reac- 
tion, includes  symptoms  such  as 
SHAKINESS,  SWEATING,  NER- 
VOUSNESS,    FAST     PULSE,     DE- 


CREASED ATTENTION  SPAN,  DIZZI- 
NESS. HEADACHE,  AND  PALE  SKIN 
COLOR.  These  and  other  common 
symptoms  may  appear  suddenly. 
The  second,  more  advanced  stage  of 
hypoglycemia,  includes  CHANGE  IN 
MOOD  OR  BEHAVIOR,  POOR  CO- 
ORDINATION, CONFUSION,  DIFFI- 
CULTY IN  SPEAKING,  AND/OR  DIS- 
ORIENTATION. 

Warding  Off  an  Impending  Reaction 

Next  to  prevention,  the  best  way  to 
treat  a  low  blood  sugar  reaction  is  to 
"nip  it  in  the  bud."  To  do  so  requires 
that  a  person  be  aware  that  a  reac- 
tion is  coming  on.  Many  diabetics 
have  learned  to  recognize  a  reaction 
by  the  way  they  feel.  For  example,  I 
have  learned  to  recognize  the  first 
sign  of  a  low.  I  feel  a  kind  of  inner 
shakiness  that  is  not  physically  visi- 
ble to  anyone.  Although  the  feeling  is 
difficult  to  describe,  it  is  a  sensation 
that  I  have  learned  to  become  aware 
of  and  to  recognize  as  an  early  sign 
of  low  blood  sugar. 

Note:  Some  persons  cannot  sense 
when  a  reaction  is  coming  on  or  even 
that  a  reaction  is  in  progress.  These 
individuals  should  be  particularly 
careful  to  monitor  themselves  for  low 
blood  glucose  levels.  Such  individu- 
als who  are  not  aware  of  hypoglyce- 
mic symptoms  are  most  likely  to  ex- 
hibit second  stage  symptoms  which 
are  related  directly  to  the  central  ner- 
vous system.  That  is,  among  the 
FIRST  symptoms  DISPLAYED  by 
such  persons  may  be  DISORIENTA- 
TION, MENTAL  CONFUSION,  DIFFI- 
CULTY IN  SPEAKING,  etc.  The  reac- 
tion may  be  so  far  advanced  that  the 
diabetic  is  at  high  risk  for  loss  of  con- 
sciousness. Such  persons  should 
consume  or  be  given  a  concentrated, 
refined  sugar  immediately. 

When  the  Diabetic  Is  Conscious 

At  the  FIRST  sign  of  a  reaction,  the 
person  with  diabetes  should  put  en- 
ergy in  the  form  of  food  into  the  body 
immediately.  Depending  on  individ- 
ual ability  to  recognize  and  respond 
to  a  low,  the  person  should  take  in 
carbohydrates  (simple,  complex,  or 
refined)  as  soon  as  possible.  If  the  di- 
abetic has  consumed  refined  carbo- 
hydrates to  ward  off  a  reaction  and 
the  symptoms  have  cleared,  foods 
containing  simple/complex  carbohy- 
drates such  as  milk,  fruit,  crackers,  or 
a  peanut  butter  sandwich  should  be 
taken.  Although  simple/complex  car- 
bohydrates enter  the  blood  stream 
slower  than  refined  sugars,  they  will 
not  burn  off  as  rapidly.  In  addition, 
they  provide  energy  for  a  substantial 
period  of  time  and  help  prevent  re- 
currence of  the  low  before  the  next 
meal  or  snack. 

Consuming  simple/complex  car- 
bohydrates —  solid  foods  —  at  the 
first  sign  of  a  low  may  not  ward  off 
the  progression  of  the  reaction.  To 


repeat,  solid  foods  go  through  a 
longer  digestive  process  than  refined 
carbohydrates,  which  are  absorbed 
into  the  blood  stream  more  quickly. 

If  simple/complex  carbohydrates 
are  not  eaten  immediately  at  the  first 
sign  of  a  low,  or  if  the  diabetic  ig- 
nores the  first  sign,  or  if  the  diabetic 
is  unaware  of  a  low  blood  sugar  reac- 
tion, the  reaction  will  progress  and 
he/she  may  have  one  or  any  combi- 
nation of  the  symptoms  listed  above. 
At  this  point,  the  symptoms  may  be- 
come evident  to  other  people.  To  il- 
lustrate, the  diabetic  may  shake 
and/or  sweat.  When  someone  asks  if 
something  is  wrong,  the  diabetic  may 
respond  with  denial  saying,  "There's 
(Continued  on  page  4) 
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nothing  wrong,"  or  "I'm  all  right  " 
Having  become  confused,  he/she 
may  ask  the  person  to  repeat  himself 
or  slate  that  the  question  was  not  un- 
derstood. The  person  undergoing  a 
low  blood  sugar  reaction  may  appear 
to  be  distant,  meditative,  unusually 
quiet,  as  though  in  another  world. 
The  individual  may  stop  conversing 
and/or  respond  slowly  or  not  at  all  to 
questions.  He/she  may  or  may  not 
cooperate  when  offered  assistance, 
may  undergo  mood  change  and/or 
assume  an  entirely  different  person- 
ality. Some  persons  may  be  belliger- 
ent and  ready  to  fight  for  no  reason. 
Curse  words  may  spew  from  his/her 
mouth.  The  diabetic  experiencing  a 
low  blood  sugar  reaction  may  appear 
intoxicated.  Unfortunately,  every  year 
several  diabetics  get  into  severe  trou- 
ble because  they  are  thought  to  be 
drunk.  Law  enforcement  officials 
throw  them  in  jail  overnight  for  drunk- 
enness. Before  morning,  the  un- 
treated low  blood  sugar  reaction  may 
result  in  brain  damage  or  death  of  the 
diabetic. 

I  strongly  recommend  that  all  dia- 
betics wear  medical  information  jew- 
elry, either  a  bracelet  or  necklace, 
and  carry  a  medical  information  card 
with  them  I  wear  a  bracelet  and  carry 


a  card  in  my  wallet.  Such  information 
alerts  law  enforcement  officials  and 
others  that  the  wearer/bearer  is  dia- 
betic and  is  subject  to  low  blood 
sugar  reaction.  Because  hypoglyce- 
mia is  easily,  quickly  and  inexpen- 
sively treated,  wearing  a  medical  ID 
may  prevent  an  expensive  and/or  un- 
necessary trip  to  the  emergency 
room. 

Also,  along  this  line  of  thinking,  the 
diabetic  should  inform  friends  and 
fellow  workers  of  the  possibility  of  a 
low  blood  sugar  reaction.  He/she 
should  relate  symptoms  and  reme- 
dies. Tell  friends  and  fellow  workers: 
"When  in  doubt,  give  sugar." 

If  the  reaction  has  progressed  to 
the  point  that  signs  such  as  disorien- 
tation and/or  sweating  have  devel- 
oped, some  form  of  refined,  concen- 
trated sugar  should  be  taken  or  ad- 
ministered as  soon  as  possible.  Re- 
member: Never  use  diet  drinks  or  in- 
sulin to  combat  a  low  blood  sugar  re- 
action. Candy  bars  that  contain  choc- 
olate and  nuts  should  not  be  used  — 
unless  nothing  else  is  available  — 
because  they  have  a  high  fat  content 
and  may  slow  absorption  of  the  sug- 
ar. Honey,  composed  of  two  sugars, 
acts  rapidly  but  may  be  messy  if  the 
diabetic  is  shaky  and  disoriented. 


The 

National  Federation 

of  the  Blind 


The  National  Federation  of  the 
Blind  is  the  largest  membership  or- 
ganization of  blind  in  the  nation, 
having  chapters  in  every  state  and 
approximately  50,000  individual 
members.  It  is  the  blind  speaking 
for  themselves.  The  National  Fed- 
eration of  the  Blind  seeks  to  inte- 
grate the  blind  into  society  to  that 
they  are  seen  as  normal,  participat- 
ing citizens  —  as  people  you  would 
want  to  know,  to  hire,  to  work  with, 
associate  with  in  clubs  and  recre- 
ation. 

We  seek  to  show  the  public  that 
we  are  just  normal  people  who 
cannot  see  —  not  helpless  and  de- 
pendent, not  blessed  with  special 
powers  and  gifts.  We  help  the 
newly  blinded  learn  that  life  can  still 
be  good.  We  show  blind  children 
that  they  can  have  a  meaningful  fu- 
ture. With  proper  training  and  skills, 
the  blind  can  take  a  normal  part  in 
society  —  education,  a  job,  a 
home,  a  family,  normal  recreation 
(camping,  bowling,  water  skiing), 
and  participating  in  community  af- 
fairs. 

We  help  blind  persons  find  jobs 
—and  the  confidence  to  get  and 
keep  those  jobs,  filany  willing,  ca- 
pable blind  people  have  never  had 


a  job.  Seventy  percent  of  the  blind 
are  unemployed.  Many  of  the  rest 
are  underemployed. 

Our  work  is  in  the  best  interest 
of  early  America  —  our  work  to  re- 
duce blindness  from  a  tragedy  to  a 
mere  nuisance,  our  work  to  help 
the  public  accept  the  blind  as  nor- 
mal people,  our  work  to  see  that 
blindness  does  not  mean  isolation 
and  dreadful  loneliness. 
How  Can  I  Help 

You  can  inform  yourself  about 
blindness  and  help  inform  others. 
You  can  write  for  our  literature,  and 
you  can  get  to  know  blind  persons 
in  your  community.  Blindness  can 
happen  to  you  or  to  one  of  your 
friends  or  to  a  member  of  your  fam- 
ily. Don't  wait  for  it  to  happen  be- 
fore doing  something  about  it.  You 
can  begin  today. 

You  can  also  help  by  making 
cash  contributions  to  our  organiza- 
tion or  remembering  the  National 
Federation  of  the  Blind  in  your  will. 
The  National  Federation  of  the 
Blind  is  supported  by  public  contri- 
butions. Donations  are  tax  deduct- 
ible and  may  be  sent  to:  Treasurer, 
National  Federation  of  the  Blind, 
1800  Johnson  Street,  Baltimore, 
fi/ID  21230. 


Many  kinds  of  concentrated  sugar 
products  are  available  over-the- 
counter  in  pharmacies.  These  prod- 
ucts have  been  developed  especially 
to  combat  low  blood  sugar  reactions. 
Many  are  pure  glucose.  I  like  B-D 
Glucose  tablets  because  they  act 
rapidly,  dissolve  quickly  in  the  mouth, 
and  tfie  container  is  easy  to  open.  To 
combat  a  reaction,  I  take  three  B-D 
Glucose  tablets,  which  total  15  grams 
of  refined  sugar.  As  soon  as  the  dia- 
betic is  cognizant,  he/she  should  eat 
some  simple/complex  carbohydrates, 
if  possible.  However,  if  after  15  to  30 
minutes  the  individual  is  still  unaware 
or  unsteady,  or  has  not  responded  to 
the  initial  dose,  another  15  grams  of 
the  glucose  product  should  be  taken 
or  administered.  This  basic  rule  also 
applies  to  all  products  designed  to 
combat  reactions.  Note:  All  diabetics 
are  different;  an  individual  may  re- 
quire more  or  less  of  a  glucose  prod- 
uct and/or  time  to  come  out  of  a  low 
blood  sugar  reaction. 

For  many  diabetics,  the  ideal  solu- 
tion to  reactions  is  granulated  table 
sugar  (sucrose).  It  is  far  more  eco- 
nomical than  over-the-counter  glu- 
cose products  and  raises  the  blood 
glucose  level  nezirly  as  rapidly.  I  am 
often  asked  how  much  table  sugar 
should  be  taken  for  a  reaction.  As  a 
general  rule,  if  the  adult  diabetic  is 
able  to  swallow  without  choking,  he/ 
she  should  take  two  heaping  table- 
spoons (about  25  grams)  of  granu- 
lated   sugar.    Some    diabetics    will 


come  out  of  the  reaction  rapidly, 
while  others  may  take  longer.  Howev- 
er, if  after  approximately  15  to  30 
minutes,  the  diabetic  is  not  totally 
aware  of  what  is  happening,  then 
he/she  should  be  given  another  two 
heaping  tablespoons  of  table  sugar. 
As  soon  as  the  diabetic  is  able,  he/ 
she  needs  to  eat  more  substantial 
food  containing  starch  (complex  car- 
bohydrates) and/or  protein.  This  is 
necessary  because  table  sugar  has 
no  protein  or  starch  needed  to  main- 
tain blood  glucose. 

If  the  diabetic  is  having  a  reaction 
and  unable  to  take  some  form  of  re- 
fined sugar  without  assistance,  then 
someone  else  can  mix  two  heaping 
tablespoons  of  table  sugar  in  four  to 
five  ounces  of  water  and  assist  the  in- 
dividual in  drinking  the  solution.  This 
method  works  best  with  a  calm 
and/or  cooperative  person.  When  a 
person  is  unsteady,  has  trouble 
opening  the  mouth,  or  is  uncoopera- 
tive, it  is  possible  to  use  this  method, 
but  it  can  be  messy.  In  the  past  when 
I  experienced  low  blood  sugar  reac- 
tions and  my  wife  tried  to  get  me  to 
drink  sugar  mixed  with  water,  much 
of  the  solution  went  on  me  rather 
than  inside  of  me.  To  avoid  this  situa- 
tion and  to  insure  that  the  solution 
goes  into  the  mouth,  use  a  60cc  sy- 
ringe. Draw  the  sugar-water  solution 
into  the  syringe  and  squirt  the  solu- 
tion in  slowly.  Consumers  should  be 
able  to  obtain  large  syringes  (with  no 
(Continued  on  page  6) 


Artificial  pancreas  patented 


An  artificial  pancreas  that  could 
eliminate  daily  injections  for  diabetics 
was  patented  by  W.R.  Grace  and 
Compeiny  in  eeirly  May.  The  chemical 
company's  medical  products  subsid- 
iary, Amicon,  now  has  approval  to 
make  and  test  a  hybrid  artificial  insu- 
lin-producing pancreas  which  the 
company  has  been  developing  since 
1986.  Early  testing  with  diabetic 
dogs,  conducted  during  six  months 
of  research  at  Harvard  Medical 
School  and  New  England  Deaconess 
Hospital,  has  been  promising.  Test- 
ing in  humans,  however,  is  not 
scheduled  to  begin  for  another  two 
years,  according  to  Dr.  Barry  A.  So- 
lomon, vice  president  for  research  at 
Grace.  "It  is  expected  that  when  im- 
planted, this  artificial  pancreas  will  be 
able  to  effectively  control  glucose  lev- 
els for  extended  periods  of  time," 
says  Solomon  of  the  new  device. 

The  artificial  organ  automatically 
senses  the  blood  glucose  level  and 
adjusts  the  insulin  delivery  to  meet  it, 
as  a  healthy  pancreas  does  for  non- 
diabetics.  The  device  consists  of  a 
coiled  membrane  sun-ounded  by  liv- 
ing pancreatic  cells  in  an  acrylic 
housing.  Its  size  is  smaller  than  a 
hockey  puck.  It  Is  implanted  under 
the  skin  and  grafted  to  an  artery  and 
a  vein.  Blood  flows  through  the  tubu- 
lar membrane  and  then  throughout 
the  body. 

Approval  for  this  revolutionary  de- 
vice by  the  Food  and  Drug  Adminis- 


tration, expected  to  be  several  yesirs 
away,  will  be  required  before  Grace 
could  market  the  product. 

(Note:  This  article  appeared  in  the 
Summer  1991  issue  of  77?©  New  Life 
Times,  published  by  the  Diabetic  Or- 
gan Transplant  Network,  Inc.,  Pom- 
pano  Beach,  FL.) 
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TeleSensory  offers  the  most  comprehensive 
family  of  products  for  blind  and  visually 
impaired  people.  We  have  a  nev^  all- 
product  catalog  that  features 
photographs  and  brief  #h^ 

product  descriptions, 
it's  simple  and  easy 
to  use  . . . 
and  it's  FREE! 


Learn  more  about  enlarged 
print,  speech,  braille  output, 
and  print  scanning  systems 
that  help  people  to  read, 
write,  take  notes,  and  use 
computers.  Call  or  write  for 
a  free  catalog  today: 

1-800-227-8418 


TeleSensory 

Post  Office  Box  7455 
Mountain  View,  CA 
94039-7455 


I ~^^^^W ' 

□  YES!  I  would  like  a  complimentary  all-product  catalog 
that  shows  your  complete  family  of  products  at  a  glance. 

□  Please  have  your  local  representative  contact  me  to 
arrange  a  demonstration  or  technology  workshop. 

Q  Please  send  the  catalog  in  braille. 


Organization- 
Address 


City,  State,  Zip- 
Telephone  ( 


[_  Or  call  1-800-227-8418  today! j 
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Hypoglycemic  reactions 

Plan,  prepare  and  be  rewarded! 

(Continued  from  page  4) 


needles)  from  hospital  pharmacies 
and/or  dialysis  centers.  In  lieu  of  a 
large  syringe,  a  comrnon  kitchen 
utensil,  a  plastic  turkey  baster  may 
be  used. 

A  convenient  method  of  carrying 
table  sugar  is  in  a  film  cartridge.  It  will 
hold  approximately  two  heaping  ta- 
blespoons or  about  25  grams  of  sug- 
ar; the  top  fits  snugly  so  that  the 
sugar  will  not  spill.  I^any  photogra- 
phy shops  have  empty  film  cartridges 
and  shop  personnel  are  often  happy 
to  dispose  of  them.  I  also  keep  sugar 
cubes  on  hand.  If  I  am  shaky,  it  is 
sometimes  easier  to  pop  them  into 
my  mouth  than  to  take  loose  table 
sugar.  Three  sugar  cubes  equal  one 
tablespoon  of  loose  sugar,  about  12 
grams. 

When  the  Diabetic  Is 
Semiconscious  or  Unconscious 

If  a  diabetic  is  semiconscious  or 
cannot  chew  or  swallow,  the  individ- 
ual should  not  be  given  something 
that  must  be  swallowed  (water,  sug- 
ar, candy,  etc.)  because  of  the  dan- 
ger of  aspiration  into  the  lungs.  I  rec- 
ommend the  use  of  decorating  gel, 
the  kind  used  to  garnish  cakes.  I  pur- 


chased a  small  tube  of  Betty  Crocker 
decorating  gel,  and  found  it  easy  to 
work  with.  Weighing  .68  oz.,  it  con- 
tains a  volume  of  19  grams.  About 
65%  of  this  gel  is  refined  sugar  solids 
or  a  combination  of  corn  syrup  and 
sugar,  with  the  balance  being  water. 
A  small  tube  of  decorating  gel  con- 
tains about  12.35  grams  solid  sugar, 
which  is  ample  to  treat  a  low  blood 
sugar  reaction  in  most  people.  If  one 
tube  does  not  bring  the  diabetic  out 
of  the  reaction  in  15  to  30  minutes, 
then  another  tube  should  be  adminis- 
tered. I  recently  received  correspon- 
dence from  Kerri  L  Russell,  R.N., 
who  is  the  Diabetics  Education  Coor- 
dinator at  the  Baptist  Medical  Center 
in  Little  Rock,  Arkansas.  A  portion  of 
her  letter  follows. 

Sugar  is  not  easily  delivered.  In 
someone  not  swallowing  well  or  uncon- 
scious, hard  candy,  liquids  or  glucose 
tablets  are  not  appropriate.  Our  recom- 
mendation is  a  product  that  the  individ- 
ual or  a  responder  could  safely  use. 
Our  experience  with  decorator  cake  ic- 
ing or  gel  makes  it  the  most  effective 
and  least  expensive  option.  It  is  in  a  wa- 
terproof, spillproof  container,   is  easily 


delivered  in  a  squeeze  tube,  of  a  semi- 
solid consistency  preferable  to  the  more 
liquid  instant  glucose  products  mar- 
keted for  the  purpose.  Consequently, 
absorption  is  through  oral  mucous 
membranes  rather  than  internal  with 
less  likelihood  of  aspiration  in  an  un- 
conscious person.  The  price  is  right! 
Small  tubes  delivering  approximately 
15  gm  CHO  (simple  sugar)  cost  less 
than  a  dollar.  Larger  tubes  are  also 
available.  The  Voice  of  the  Diabetic 
provides  a  much  needed  service  and 
your  efforts  are  surely  appreciated  by 
your  readers  ... 


When  the  diabetic  is  unconscious 
due  to  a  low  blood  sugar  reaction, 
many  physicians  recommend  an  in- 
jection of  glucagon,  a  prescription 
drug.  It  acts  rapidly  and  causes  the 
liver  to  release  glucose  directly  into 
the  blood  stream.  After  an  injection, 
the  diabetic  should  be  conscious 
within  20  to  30  minutes.  Note:  After 
giving  the  injection,  apprise  the  dia- 
betic's physician  of  the  situation.  Af- 
ter glucagon  is  used,  the  glucose 
burns  off  rapidly.  To  prevent  recur- 
rence of  the  reaction,  it  is  important 
the  diabetic  then  take  some  food,  es- 
pecially complex  carbohydrates. 
These  will  last  much  longer  than  the 
glucose  released  from  the  liver.  Be- 
cause the  glucagon  temporarily  para- 
lyzes the  intestinal  tract,  often  making 


the  diabetic  nauseated,  one  should 
wait  at  least  30  minutes  after  adminis- 
tering the  glucagon  before  giving  any 
food.  Incidentally,  glucagon  is  expen- 
sive. In  my  area,  it  costs  about  $25 
per  prescription,  but  I  recommend 
that  all  diabetics  keep  glucagon  on 
hand  for  emergencies. 

There  seems  to  be  no  medical 
consensus  regarding  how  much  time 
should  elapse  before  emergency 
help  is  sought.  However,  if  the  dia- 
betic is  not  cognizant  after  two 
rounds  of  sugar  or  one  injection  of 
glucagon,  emergency  help  should  be 
sought. 

A  diabetic  walks  a  thin  line  be- 
tween high  and  low  blood  sugar.  To 
keep  diabetes  under  control,  he/she 
must  follow  the  recommended  diet, 
exercise,  and  take  the  proper  dosage 
of  medication.  The  diabetic  should 
avoid  refined  sugars  and  follow  the 
proper  dietary  regimen.  The  excep- 
tion to  avoiding  refined  sugar  is  dur- 
ing a  low  blood  sugar  reaction.  The 
hypoglycemic  reaction  is  an  emer- 
gency situation  and  should  be 
treated  quickly  to  restore  low  blood 
glucose  level  to  normal. 

For  better  health  and  less  ex- 
pense, we  diabetics  should  know 
how  to  handle  low  blood  sugar  reac- 
tions: Plan,  Prepare,  and  Be  Reward- 
ed! 


3  Important  Reasons 

to  Recommend  the  DIASCAN-SVM 


Complete  Starter  Kit  (weighs  1.5  lbs.)  includes  Meter,  Voice  Module,  50 
Test  Strips,  DIALET  Lancing  Device,  Lancets,  Control  Solution,  and  Nylon 
Carry  Case. 

DIASCAN  is  a  trademark  of  Home  Diagnostics.  Inc 


■  DIASCAN  Test  Strips  allow  "smear- 
ing" of  blood  sample  without  sig- 
nificantly affecting  clinical  result  of 
tesfi 

■  DIASCAN-SVM  is  a  simple,  easy-to- 
use  system  that  speaks  your  lan- 
guage 

■  Complete  Starter  Kit  now  available 

'f.  Fall<owsl(i  "Etiect  of  lecfinique  Variations  on  Test  Results  of  a  Blood  Glucose  t^onltorlng 
System"  AADE  N/leetIng  Presentations;  August  1988 


HDI  •  Home  Diagnostics,  Inc. 


For  product  Information,  sannple  cossette  tape,  and 
nearest  distributor  please  call  1-800-DIASCAN; 
orl-908-542-7788. 


Even  APhamiacx  CloseToHome 
IsritAsConvementAsOuis. 


Often,  it  seems  that  your  neighborhood  pharmacy 
isn't  all  that  convenient.  Even  if  it's  right  next  door. 

When  you're  on  maintenance  drugs,  there  are  a  lot 
of  other  things  you  have  to  take.  Like  frequent  phone 
calls.  Heavy  traffic.  Bad  weather.  And  long  hnes. 

For  the  ultimate  convenience,  try  MAIL  Rx's 
home  delivery  pharmacy.  We'll  bring  90  days'  worth 
of  medication  direcdy  to  you  —  with  savings  from 
5%  to  35%  on  each  prescription,  it's  even  easier 
to  swallow. 

Simply  fill  out  the  information  here,  and  send  in 
the  form.  We'll  deliver  your  prescriptions  by  UPS 
within  5  working  days  after  we  receive  your  order. 
If  you  have  a  question  or  need  more  information 
about  your  medication,  our  pharmacists  are  only  a 
telephone  call  away  at  1-800-262^579. 

Open  the  door  to  greater  convenience  and  savii^s. 
Because  soon,  your  prescriptions  will  only  be  a 
step  away. 


Save  on  all  your  maintenance  drugs  with 
NFB's  home  delivery  pharmacy. 

G>mplete  and  sign  this  form,  enclosing  your  prescriptions.  List  drug  allergies 
for  each  individual  family  member;  use  an  additional  sheet  if  necessary. 
Renim  to:  Mail  Rx,  P.O.  4443,  Timonium,  MD  21093^1443. 
EnroUment  Info 
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ADdpes 
_  Safety  Cap?  D  Ya  D  No 


Long-term  study  of  cyclosporine  therapy 
demonstrates  its  safety  in  kidney  transplant 


Kidney  transplant  patients  innmu- 
nosuppressed  with  cyclosporine 
show  no  evidence  of  progressive  de- 
terioration in  kidney  function,  even  af- 
ter ten  years  of  treatment  with  the 
drug,  according  to  a  May  30,  1991 
presentation  before  the  American  So- 
ciety of  Transplant  Surgeons. 

"We  saw  no  evidence  of  progres- 
sive loss  of  kidney  function  in  our 
study  of  300  patients,  even  though 
there  were  two  factors  that  previously 
might  have  raised  concerns  during 
the  early  use  of  cyclosporine  —  cy- 
closporine-treated  patients  had 
higher  serum  creatinine  levels,  and 
kidney  biopsies  of  some  patients 
showed  signs  of  nephrotoxic  side  ef- 
fects," said  Dr.  P.  Stephen  Almond, 
author  of  the  study  and  a  medical  fel- 
low at  the  University  of  Minnesota 
Medical  School. 

In  fact,  according  to  Dr.  Arthur  Ma- 
tas,  coauthor  of  the  study  and  Asso- 
ciate Professor  of  Surgery  and  Clini- 
cal Director  of  the  Kidney  Transplant 
Program  at  the  University  of  Minne- 
sota Medical  School,  serum  creati- 
nine levels  reached  a  plateau  in  kid- 
ney transplant  recipients  who  con- 
tinue to  take  cyclosporine.  Creatinine 
is  a  non-protein  substance  found  in 
the  blood  and  urine,  processed 
through  the  kidney  and  excreted  in 
urine.  Increasing  quantities  of  serum 
creatinine  are  typically  found  in  ad- 
vanced stages  of  kidney  disease. 

The  University  of  Minnesota  study 
looked  at  five-  to  ten-year  kidney 
function  of  300  kidney  transplant  re- 


cipients on  cyclosporine,  compared 
with  60  kidney  transplant  recipients 
not  on  cyclosporine.  In  the  cyclospo- 
rine group,  biopsy  and  nephrectomy 
specimens  showed  that  68  patients 
had  early  signs  of  nephrotoxic  side 
effects.  But  even  in  this  subgroup, 
serum  creatinine  levels  were  stable 
over  the  ten-year  period.  All  patients 
in  the  study  received  their  kidney 
transplants  between  January  1980 
and  December  1985. 

"As  we  learn  more  about  the 
long-term  care  of  patients  on  cy- 
closporine, particularly  kidney  trans- 
plant recipients,  we  have  been  able 
to  minimize  the  problem  of  renal  dys- 
function through  better  dosing  strate- 
gies," said  Dr.  Matas.  "This  study 
validates  the  earlier  findings  based 
on  only  seven-  and  eight-year  fol- 
low-up of  kidney  transplant  recipi- 
ents. That  research  also  looked  at  the 
effects  of  cyclosporine  treatment  on 
kidney  function,  and  found  no  major 
problem." 

Cyclosporine  has  been  a  signifi- 
cant immunosuppressive  drug  in 
transplant  medicine  since  its  ap- 
proval in  1983.  It  is  used  to  control 
rejection  in  the  vast  majority  of  the 
150,000  men,  women  and  children 
worldwide  living  today  with  a  trans- 
planted organ. 

(Note:  This  article  appeared  in  the 
Volume  6,  Number  2  issue  of  Flenal- 
ife,  published  by  the  American  Asso- 
ciation of  Kidney  Patients,  reprinted 
with  permission.) 
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If  you  or  a  friend  would  like  to  remember  the  Diabetics  Division  of  the 
Natiohal  Federation  of  the  Blind  in  your  will,  you  can  do  so  by  employing 
the  following  language: 

"1  give,  devise,  and  bequeath  unto  Diabetics  Division  of  the  National 
Federation  of  the  Blind,  1800  Johnson  Street,  Baltimore,  Maryland  21230, 

a  District  of  Columbia  nonprofit  corporation,  the  sum  of  $ "  (or 

" percent  of  my  net  estate"  or  "the  following  stocks  and 

")  to  be  used  for  its  worthy  purposes  on  behalf  of 


bonds: 

blind  persons." 


FAA,  union  agree  on  policy  concerning 
diabetic  controllers 


The  Federal  Aviation  Administra- 
tion and  the  National  Air  Traffic  Con- 
trollers Association  have  reached 
agreement  over  an  emotionally 
charged  issue  dealing  with  insulin- 
dependent  diabetic  controllers.  The 
FAA  has  disqualified  all  such  employ- 
ees under  a  blanket  policy.  The 
union  views  this  as  arbitrary  and  a  vi- 
olation of  the  Rehabilitation  Act. 

The  agreement  calls  for  obtaining 
the  advice  of  a  five-member  panel  of 
endocrinologists  that  will  recommend 
a  medical  standard  for  determining 
the  ability  of  employees  who  have 
been  disqualified  because  of  their  di- 
abetes —  there  currently  are  16  of 
them  —  to  continue  their  duties.  The 
FAA  has  agreed  to  apply  the  appro- 
priate medical  "protocol"  to  these 
and  subsequent  cases. 

If  a  controller  is  rerqualified  for 
duty  he  or  she  v/ould  immediately  be- 


gin the  recertification  process  for  the 
position  from  which  the  employee 
was  medically  disqualified  and  if  rein- 
stated would  be  entitled  to  back  pay 
and  benefits. 

NATCA  president  R.  Steve  Bell 
hailed  the  agreement  as  "an  enor- 
mous victory  for  the  diabetic  control- 
lers, NATCA  and  those  individuals 
who  have  found  themselves  the  vic- 
tims of  arbitrary  and  capricious  dis- 
crimination because  of  a  physical  dis- 
ability." 

Other  agencies  have  been  follow- 
ing the  developments  at  FAA  as  they 
consider  what  they  might  do  with  em- 
ployees in  similar  situations. 

(Note:  This  article  appeared  Feb.  18, 
1991  in  the  Federal  Employees' 
News  Digest,  reprinted  with  permis- 
sion.) 
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You  caught  me  "red  handed!" 

by  Allan  Nichols 


Although  Allan  Nichols  has  experi- 
enced ramifications  of  diabetes,  he 
is  involved  in  mainstream  society 
and  Is  an  active  member  of  the  Na- 
tional Federation  of  the  Blind.  He 
accentuates  the  positive  and  enjoys 
life. 

From  the  Editor:  Allan  Nichols  is  a 
positive  person  who  demonstrates 
that  diabetics  have  options.  He  has 
experienced  complications  of  diabe- 
tes, yet  is  active  and  enjoys  life. 

He  co-chairs  the  Amputation  and 
Prevention  Committee  of  the  Diabet- 
ics Division  of  the  National  Federation 
of  the  Blind  and  is  secretary  for  the 
NFB  of  Wyoming.  Allan  also  attends 
the  University  of  Wyoming  in  Laramie 


where  he  is  a  senior  majoring  in  psy- 
chology. Allan  Nichols  exemplifies 
what  can  be  done  as  opposed  to  what 
cannot  be  done.  After  all,  he  is  a  Fed- 
erationist. 

You  caught  me  "red  handed!"  No, 
I  did  not  steal  anything.  I  am  not  a 
kleptomaniac,  but  I  do  have  a  hand 
that  is  a  different  hue  than  it  used  to 
be.  I've  been  diabetic  for  nearly  twen- 
ty-seven years.  Over  the  course  of  my 
lifetime,  I  have  had  many  of  the  com- 
plications that  other  diabetics  have 
faced.  These  include  losing  my  eye- 
sight In  1978,  losing  my  kidney  func- 
tion in  1979,  undergoing  a  kidney 
transplant  in  1980,  and  undergoing 
two  separate  series  of  amputations  of 
both  of  my  feet  from  1981  to  1988.  As 
you  can  tell,  i  am  no  stranger  to  hos- 
pitals, doctors,  operations,  and  other 
procedures  dealing  with  my  diabetes. 

To  set  the  stage  for  an  important 
discovery  i  have  made,  I  want  to  focus 
on  the  amputations  that  I  have  had. 
This  information  may  help  prevent 
amputations  for  others  including  my- 
self. I  am  amazed  at  the  new  technol- 
ogy and  surgical  procedures  in  the 
medical  community.  These  innova- 
tions have  improved  the  lives  of  all 
people,  especially  diabetics,  if  I  had 
known  about  them  even  ten  years 
ago,  I  might  not  have  had  to  lose  my 
natural  feet  due  to  diabetic  neuropa- 
thy. 

To  provide  the  background  of  what 
has  happened  to  me,  I  want  to  tell 


about  the  factors  that  have  caused 
many  of  my  circulatory  problems.  Be- 
cause I  have  had  diabetes  for  so 
many  years,  time  itself  has  influenced 
the  health  of  my  circulatory  system. 
Diabetics,  no  matter  how  well  they 
keep  track  of  their  blood  sugar,  have 
the  tendency  to  develop  deterioration 
of  arteries,  veins  and  capillaries  that 
feed  the  tissues  to  ail  parts  of  the 
body.  Besides  the  time  element,  if  a 
diabetic  does  not  keep  good  track  of 
his  blood  sugar,  if  he  has  a  poor  diet, 
and/or  does  not  exercise  on  a  regular 
basis,  he  is  liable  to  speed  up  many 
of  these  complications.  I  must  add  to 
this  syndrome  of  complicating  consid- 
erations the  medications  that  I  use  for 
maintaining  my  kidney  transplant.  Ev- 
ery day  of  my  life  since  I  received  my 
kidney,  I  have  taken  two  drugs,  pred- 
nisone and  Imuran.  These  medica- 
tions have  enabled  me  to  maintain  my 
kidney  for  over  eleven  years.  I  would 
not  trade  all  the  complications  from 
these  drugs  for  my  working  kidney.  I 
believe  that  I  would  not  be  alive  today 
if  it  were  not  for  the  natural  kidney  that 
I  have  working  in  my  abdomen.  IJnfor- 
tunately,  there  are  complications  with 
almost  every  drug  ingested.  One  of 
the  side  effects  of  these  medications 
is  the  acceleration  of  hardening  of  the 
arteries  and  other  blood  vessels  that 
feed  the  extremities. 

In  August  of  1981,  I  faced  my  first 
bout  with  the  scalpel  and  the  saw  on 
my  legs.  I  developed  a  blister  on  the 
large  toe  of  my  right  foot.  Since  the 


previous  year,  I  had  noticed  that  the 
feeling  in  my  feet  was  deteriorating 
rapidly.  I  had  almost  no  feeling  in  my 
toes  to  tell  me  if  I  had  a  problem  de- 
veloping. When  I  found  it,  I  had  no 
idea  that  it  was  a  blister  because  I 
could  not  see  or  directly  feel  it.  I 
thought  I  had  put  a  bandage  on  it  al- 
ready. I  must  not  have  been  thinking 
too  clearly  at  the  time  because  I  could 
not  remember  having  put  a  bandage 
on  it.  However,  I  could  not  imagine 
that  it  could  have  been  anything  else 
either.  Nevertheless,  I  pulled  the  blis- 
ter off,  exposing  the  sore  to  germs. 
The  environment  is  especially  bad  in- 
side a  shoe.  I  dressed  the  toe  as  best 
I  could  and  simply  assumed  that  na- 
ture would  do  the  rest. 

Meanwhile,  I  decided  to  attend  a 
summer  camp  for  the  blind.  While 
there,  I  visited  the  camp  nurse  who 
examined  the  wound.  She  dressed  it 
for  me  and  warned  me  to  see  a  physi- 
cian when  I  got  home.  Unfortunately,  I 
had  more  stubbornness  than  com- 
mon sense  and  I  let  her  advice  go  un- 
heeded. 

After  attending  the  blind  camp,  our 
family  went  on  a  camping  trip  of  its 
own.  My  wife,  daughter,  and  I  went  on 
an  overnight  fishing  trip  with  my  older 
brother  and  his  family.  During  the 
night,  I  began  having  acute  pain  in  my 
foot.  I  alternated  between  having 
chills  and  fever  all  night.  The  Tylenol  I 
took  for  the  pain  and  fever  did  little  to 
make  me  feel  better.  We  ended  our 
fishing  trip  early  the  next  morning  and 
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returned  to  Cheyenne.  By  the  time  I 
stepped  out  of  our  car,  my  whole  leg 
had  gone  numb.  I  knew  I  was  in  "big 
time"  trouble. 

Two  days  later,  my  whole  right  foot 
was  amputated  at  the  ankle.  This  radi- 
cal procedure  was  necessary  be- 
cause so  much  gangrene  had  devel- 
oped in  my  large  toe.  Even  this  opera- 
tion was  not  enough.  Five  months  lat- 
er, I  was  forced  into  another  amputa- 
tion when  the  end  of  my  stump  also 
became  infected.  An  orthopedic  spe- 
cialist fitted  me  with  a  prosthetic  leg 
that  enabled  me  to  walk  again. 

The  level  of  the  amputation  was  not 
well  thought  out  by  the  surgeon.  The 
end  of  the  stump  did  not  have  enough 
circulation  to  maintain  itself. 

The  new  level  after  the  second  am- 
putation worked  much  better.  At  the 
mid-calf  level,  my  circulation  kept  the 
skin  from  breaking  down  and  reinfect- 
ing my  stump.  I  thought  my  amputa- 
tion problems  were  largely  solved  at 
this  time  and,  for  a  while,  they  were. 

During  the  years  between  major 
amputations,  I  sought  to  maintain  the 
health  of  both  my  stump  and  my  other 
natural  foot.  I  began  exercising  on  a 
regular  basis.  I  tried  to  keep  active, 
and  knew  that  it  was  important  to 
keep  my  diabetes  under  control  to 
give  my  extremities  a  better  blood 
supply. 

This  strategy  worked  well  for  about 
five  years.  It  is  still  good  advice.  What 
Is  not  good  advice,  however,  is  to  ig- 
nore one's  mistakes.  In  the  fall  of 
1987  I  was  helping  my  father  reroof 
his  house  and  garage  after  a  series  of 
storms.  Because  I  used  the  alternative 
technique  of  feeling  what  I  was  doing 
rather  than  seeing  it,  I  spent  most  of 
my  time  sitting,  rather  than  standing 
to  install  the  shingles.  To  maintain  as 
much  comfort  as  possible,  I  normally 
sat  on  my  left  side  where  I  was  most 
agile.  Except  for  the  flexible  foot,  my 
artificial  right  leg  cannot  bend  at  all. 
After  spending  about  two  weeks  on 
both  roofs,  I  noticed  that  I  had  worn  a 
hole  on  the  outside  of  my  left  shoe.  I 
also  noticed  that  the  little  bone  that 
protrudes  from  the  outside  of  my  foot 
felt  sore.  On  further  examination,  my 
wife  confirmed  that  I  had  developed  a 
sore,  and  told  me  that  I  ought  to  see  a 
doctor. 

Unfortunately,  the  doctor  confirmed 
my  worst  fears.  I  needed  an  operation 
to  remove  the  bone  and  the  small  toe 
connected  to  it.  This  was  to  be  only 
the  first  of  three  separate  operations. 
Eventually  I  lost  my  remaining  foot. 
Again,  the  cause  was  poor  circulation. 
Once  infected,  my  foot  could  not 
properly  heal.  I  now  had  a  pair  of 
stumps  at  mid-calf  level.  It  has  been 
my  good  fortune  to  persevere  and  I 
have  been  able  to  walk  again  using 
two  prosthetic  legs. 

This  brings  me  to  my  latest  round 
of  circulatory  problems.  In  early  1989, 
when  I  was  training  at  the  Colorado 
Center  for  the  Blind,  I  noticed  that  I 
was  getting  sores  on  my  right  hand 
that  were  not  healing.  For  no  appar- 
ent reason,  they  developed  on  the 
ends  of  my  fingers.  Jokingly,  I  told 
others  that  I  had  a  bad  case  of  dish- 


pan  hands.  However,  the  joke  was 
eventually  on  me. 

During  early  1990,  the  first  of  these 
nagging  sores  had  finally  healed  after 
several  months.  I  believe  that  my  ac- 
tive lifestyle  while  at  the  Colorado 
Center  for  the  Blind  helped  my  circu- 
lation. In  the  meantime  an  ulcer  devel- 
oped on  my  right  stump  while  I  was  at 
the  Colorado  Center.  When  I  attended 
the  National  Convention  of  the  Na- 
tional Federation  of  the  Blind  in  Den- 
ver in  July  of  1989,  a  sore  developed 
on  my  leg  that  sidelined  me  for  atiout 
three  months.  As  you  can  tell,  I  con- 
tinued to  fight  the  circulation  bug-a- 
boos.  My  doctor  surgically  cleaned 
out  the  ulcer  on  my  leg  and  sutured  it. 
Eventually  I  resumed  walking  with  my 
artificial  legs. 

After  I  graduated  from  the  Colorado 
Center  for  the  Blind  in  December  of 
1989,  I  continued  to  have  intermittent 
difficulties  with  my  fingertips.  One 
sore  on  my  middle  finger  took  nearly 
eight  months  to  heal.  Only  after  I  had 
visited  the  Wound  Care  Clinic  in  Fort 
Collins,  Colorado  did  it  heal  properly. 
Healing  was  accomplished  by  debrid- 
ing  the  wound,  cleaning  the  scar  tis- 
sue out,  and  putting  a  strong  antibi- 
otic on  the  sore  to  keep  it  from  be- 
coming infected. 

This  past  December  I  began  hav- 
ing the  same  problem  with  my  ring 
finger.  Again,  the  tip  began  to  deterio- 
rate. I  am  sure  that  I  irritated  it  by  do- 
ing a  lot  of  typing  on  my  computer 
keyboard.  I  experienced  a  nagging 
and  persistent  pain  in  that  finger.  In 
addition,  in  March  of  this  year,  I  took  a 
tumble  in  a  parking  lot  at  the  Univer- 
sity of  Wyoming  where  I  am  a  student. 
When  I  was  getting  out  of  an  automo- 
bile, I  tripped,  falling  backwards  over 
a  rocky  place  next  to  the  car.  Instinc- 
tively, I  put  out  my  hand  to  catch  my- 
self and  scraped  the  back  of  my  right 
hand  on  my  little  finger.  I  then  had  two 
sores  on  my  hand  to  worry  about.  In 
May  I  noticed  that  the  tip  of  my  thumb 
soon  developed  a  sore  resembling 
the  one  on  my  ring  finger. 

I  became  quite  concerned.  With  my 
past  track  record,  I  did  not  want  to 
take  the  chance  of  having  any  more 
amputations.  But,  what  should  I  do? 
When  I  called  the  Wound  Care  Clinic 
in  Fort  Collins,  I  discovered  the  doctor 
I  had  seen  previously  about  my  other 
finger  was  no  longer  there.  In  addition 
to  the  procedures  being  quite  expen- 
sive, I  felt  uncomfortable  dealing  with 
anyone  else.  I  decided  to  consult  a  lo- 
cal surgeon  whom  I  had  known  for 
many  years.  He  frankly  told  me  that 
he  did  not  feel  experienced  enough  in 
that  particular  area  to  work  on  my  arm 
to  improve  its  circulatory  problem.  He 
suggested  that  I  see  a  specialist  in 
Englewood,  Colorado  for  an  examina- 
tion of  my  right  arm  and  hand. 

Two  weeks  later,  I  visited  Dr.  Glen 
Kelley  in  his  office  next  to  Swedish 
Hospital.  He  and  his  staff  ran  a  series 
of  tests  on  the  nerves  and  blood  ves- 
sels in  my  right  arm.  For  nearly  two 
hours,  they  mapped  out  all  the  tiny  ar- 
teries that  fed  my  arm,  from  the  tips  of 
my  fingers  all  the  way  to  my  shoulder. 
The  did  a  temporary  procedure  to  de- 
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termine  the  need  to  perform  a  more 
permanent  one.  This  procedure  in- 
volved injecting  Novocain  into  a  spe- 
cific nerve  in  my  shoulder  just  above 
the  collar  bone.  This  temporarily 
deadened  the  set  of  nerves  that  con- 
trols how  much  blood  flows  into  the 
arm.  Before  beginning  this  procedure, 
they  compared  the  temperatures  of 
both  my  palms.  A  nurse  used  a  small 
thermal  strip  of  plastic  that  is  sensitive 
to  particular  changes  to  measure  the 
temperature  in  my  hands.  The  techni- 
cian noticed  that  my  right  hand  was 
one  degree  centigrade  cooler  than 
the  left  hand.  The  color  in  my  right 
hand  was  also  a  bit  pallid  especially  in 
the  tips  of  my  fingers  and  thumb. 

After  Dr.  Kelley  injected  the  No- 
vocain into  my  shoulder,  some  re- 
markable things  began  happening. 
First,  the  nurse  monitoring  me  noticed 
that  the  color  in  my  right  hand  looked 
much  better.  After  only  a  few  minutes, 
the  temperature  in  my  right  hand 
matched  the  one  in  my  left.  However, 
there  were  some  side  effects  from  the 
injection.  The  doctor  warned  me  be- 
fore the  procedure  that  it  might  affect 
my  vocal  chords.  This  was  indeed  the 
case.  He  also  said  that  I  might  have  a 
small  droop  develop  in  my  right  eye 
lid  because  the  same  nerve  controls 
it.  My  main  problem  was  the  tempo- 
rary loss  of  my  voice.  1  could  not 
speak  normally  for  six  hours.  I  had  dif- 
ficulty swallowing  without  choking.  I 
spoke  only  with  a  raspy  whisper.  Ev- 
eryone assured  me  that  I  would  not 
have  the  problem  for  long.  They  also 


told  me  that  the  permanent  operation 
would  not  cause  any  laryngitis  if  1 
chose  to  have  it  done. 

My  doctor  was  pleased  with  the 
test  procedure  results.  He  told  me  to 
set  up  a  date  for  an  operation.  He 
wanted  me  to  have  an  additional  arte- 
rial test  done  the  day  before  the  oper- 
ation to  determine  whether  the  prob- 
lem was  in  blood  vessels  in  my  wrist 
and  hand  area,  or  a  major  blockage  of 
an  artery  in  my  upper  arm. 

Two  weeks  later,  I  checked  into 
Swedish  Hospital  in  Englewood.  The 
first  day,  I  underwent  an  arteriogram 
to  test  all  the  major  arteries  within  my 
right  arm.  Before  beginning  the  arteri- 
ogram, an  IV  was  inserted  into  my 
arm  to  prevent  my  transplanted  kid- 
ney from  having  problems  in  remov- 
ing the  radioactive  dye  used  in  the 
procedure.  A  saline  solution  was  al- 
lowed to  drip  into  it,  hydrating  my 
blood  stream.  The  arteriogram  in- 
volved inserting  a  tiny  catheter  into 
the  femoral  artery  in  the  upper  portion 
of  my  right  leg.  The  doctor  sent  the 
catheter  into  and  out  of  my  heart.  He 
then  snaked  it  through  my  shoulder, 
made  a  left  turn  there,  and  sent  it 
downward  into  my  arm.  The  probe 
eventually  went  all  the  way  into  my  fin- 
gers. At  various  points  along  the  way. 
Dr.  Kelley  injected  radioactive  dye  into 
my  artery,  making  it  possible  for  him 
to  "see"  the  tiny  arteries  and  capillar- 
ies that  feed  blood  into  my  arm  on  a 
monitor. 

After  the  arteriogram  was  complete. 
(Continued  on  page  14) 
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Marc  Maurer,  President,  National 
Federation  of  the  Biind,  ieads  the 
largest  group  of  organized  biind  cit- 
izens in  existence.  The  Federation 
has  more  than  50,000  members. 

The  National  Federation  of  the  Blind 
is  not  an  organization  speaking  for 
the  blind.  It  is  the  blind  speaking  for 
themselves.  For  copies  of  this 
speech,  contact:  National  Federa- 
tion of  the  Blind,  1800  Johnson 
Street,  Baltimore,  li/laryland  21230; 
telephone:  (301)  659-9314. 


"Human  history,"  said  H.G.  Wells, 
"is  in  essence  a  history  of  ideas." 

Oliver  Wendell  Holmes,  Jr.,  de- 
clared that  "Men  may  come  to  believe 
that  the  best  test  of  truth  is  the  power 
of  the  thought  to  get  itself  accepted  in 
the  competition  of  the  market." 

In  1644  John  Milton  wrote,  "Let 
Truth  and  Falsehood  grapple;  who 
ever  knew  Truth  put  to  the  worse,  in  a 
free  and  open  encounter?" 

At  the  beginning  of  the  sixteenth 
century  Erasmus  stated,  "Time  re- 
veals all  things." 

Such  eminent  scholars  have  be- 
lieved that  a  new  idea  —  one  which 
expresses  perceived  reality  more  ex- 
actly than  its  predecessor  —  is,  in  and 
of  itself,  imbued  with  sufficient  power 
to  banish  error.  According  to  these 
philosophers,  the  innovative  thought 
(once  formulated)  will  inevitably,  in  the 
course  of  time,  replace  the  old.  How- 
ever, the  record  of  events  in  our  own 
century  fails  to  substantiate  this  hy- 
pothesis. We  have  seen  the  most 
generous  and  benevolent  of  creeds 
and  the  most  despicable  and  tyranni- 
cal of  practices  exist  in  the  same 
country  at  the  same  time  without  any 
indication  that  either  was  unalterably 
fated  to  triumph.  The  assertion  of  indi- 
vidual freedom  and  the  toleration  of 
slavery  have  occurred  side  by  side  in 
modem  civilization  —  and  racism  (of 
both  kinds,  incidentally)  is  still  with  us. 


If  the  objective  in  seeking  the  truth 
is  to  achieve  fairness  and  decency  — 
and  I  believe  it  is  —  time  and  a  new 
idea  are  not  enough.  Within  the 
framework  of  time  there  must  be  at 
least  three  components  that  come  to- 
gether. First,  an  idea  must  be  con- 
ceived which  contains  an  element  of 
understanding  that  has  not  previously 
been  reached.  Second,  a  proponent 
of  that  idea  must  arise  —  a  leader  with 
the  capacity  to  articulate  the  nuances 
in  a  way  that  will  compel  recognition. 
And  finally,  there  must  be  a  group  of 
individuals  prepared  to  defend  what 
has  been  propounded.  Such  concert 
of  effort  is  essential  not  only  to  protect 
the  new  thought  but  to  give  it  body 
and  substance,  to  explore  its  full 
meaning  and  implications. 

In  a  fireplace  one  log  by  itself,  re- 
gardless of  how  big,  will  certainly  fail 
to  burn.  There  must  be  at  least  two. 
The  flame  from  one  is  reflected  by  the 
other.  The  brightness  and  heat  come 
from  the  space  between  the  logs,  the 
reflection  of  the  flame. 

As  it  is  with  flame,  so  it  is  with 
ideas.  A  new  idea  has  only  a  limited 
time  to  take  fire,  to  catch  the  imagina- 
tion of  the  public  and  burn.  And  if  the 
flame  is  to  be  reflected  —  the  kindling 
point  sustained  —  more  than  a  single 
person  is  required.  There  must  be 
two,  five,  ten  —  at  least  a  handful  — 
to  build  the  heat  and  speed  the  pro- 
cess. Regardless  of  its  merit,  if  an 
idea  (once  ignited)  fails  to  reflect  the 
flame  of  group  interaction,  its  time  will 
soon  pass,  and  it  will  disappear  into 
insignificance  and  be  forgotten.  Of 
course,  an  idea  can  be  revived  (many 
times,  in  fact,  if  the  need  is  sufficiently 
urgent),  but  the  process  must  always 
begin  anew.  And  if  the  idea  is  to  live 
and  prosper  —  if  it  is  to  make  a  mean- 
ingful difference  in  the  lives  of  people 
—  all  of  the  elements  must  be 
present:  the  idea,  a  leader,  and  at 
least  a  handful  to  reflect  the  flame. 

And  what  of  the  blind  —  what  of 
us?  Time  and  time  again  throughout 
our  history  one  or  another  of  the  ele- 
ments has  been  present;  the  idea  of  a 
better  life  for  the  blind;  a  leader,  like 
Zisca,  the  blind  fifteenth-century  gen- 
eral and  statesman  from  Bohemia;  or 
a  group  of  blind  people,  like  the  medi- 
eval guilds,  prepared  to  take  collec- 
tion action.  But  in  each  instance, 
there  was  something  lacking.  Howev- 
er, in  1940,  all  the  elements  came  to- 
gether —  a  new  Idea;  a  vibrant,  inspir- 
ing leader;  and  a  dedicated  group  of 
blind  persons  prepared  to  help  each 
other  in  shaping  the  future.  In  that 
year  Dr.  Jacobus  tenBroek  and  a 
handful  of  others  from  seven  states 
gathered  in  Wilkes-Ban-e,  Pennsylva- 
nia, to  inaugurate  our  movement, 
which  has  changed  forever  the  expec- 
tations and  aspirations  of  the  blind. 


When  the  National  Federation  of 
the  Blind  was  founded,  the  prospects 
for  the  blind  of  this  country  were  ut- 
terly desolate.  There  was  little  educa- 
tion, almost  no  hope  of  a  job,  and  vir- 
tually no  chance  for  meaningful  partic- 
ipation in  other  activities  of  life.  Books 
for  the  blind  were  few  and  very  diffi- 
cult to  get.  Communication  among 
blind  people  (at  least  on  a  nationwide 
basis)  was  almost  nonexistent.  The 
guarantee  (or,  for  that  matter,  the  rec- 
ognition) of  meaningful  civil  rights  for 
the  blind  was  a  matter  for  the  distant 
future  —  if  anybody  thought  about  it 
at  all.  Sometimes  there  were  dreams 
of  a  home,  a  family,  and  the  duties 
and  privileges  of  citizenship;  but 
these  dreams  rarely  came  to  fruition. 
From  such  unpromising  beginnings 
almost  no  one  (no  one,  that  is,  except 
the  founders  of  the  Federation)  be; 
lieved  that  a  dynamic  national  move- 
ment could  arise.  But  look  about  you! 
We  are  here  in  our  thousands  —  we 
who  embraced  the  new  idea,  hoped 
and  fought  for  a  brighter  tomorrow, 
and  stayed  to  become  the  most  pow- 
erful force  in  the  affairs  of  the  blind  of 
the  nation  —  the  National  Federation 
of  the  Blind. 

Tonight  (over  fifty  years  after  our 
founding)  as  we  gather  from  every 
corner  of  the  country,  our  record  of 
accomplishment  spans  the  years  for 
all  to  read.  Indeed,  not  all  of  our  prob- 
lems have  been  solved  —  but  many 
have.  And  those  that  remain  appear 
more  glaring  and  unrelieved  because 
of  the  distance  we  have  come  from 
the  beliefs  and  general  climate  of  the 
1940s.  To  confirm  this  fact,  compare 
the  conditions  of  our  first  decade  with 
our  situation  today.  How  do  the  gen- 
eral public,  the  agencies  for  the  blind, 
and  the  media  view  us  —  and,  for  that 
matter,  how  do  we  view  ourselves? 
How  have  we  fared  in  half  a  century? 

Attitudes  today  are  so  much  better 
and  more  realistic  than  they  were  dur- 
ing the  first  years  of  the  Federation 
that  we  tend  to  react  with  outrage  and 
resentment  when  we  find  instances  of 
what  would  have  been  commonplace 
In  our  first  decade  —  especially  when 
the  outmoded  ideas  come  from  sup- 
posedly enlightened  quarters. 

Consider,  for  instance,  one  treat- 
ment of  the  blind  by  the  medical  pro- 
fession —  generally  regarded  as 
among  the  most  scientific  of  the  disci- 
plines. Although  these  statements 
were  made  only  four  years  ago,  they 
are  reminiscent  of  the  attitudes  which 
predominated  when  the  Federation 
came  into  being.  In  an  article  entitled 
"Identifying  and  Treating  the  Client 
with  Sensory  Loss"  (which  appeared 
in  the  Summer,  1987,  issue  of  Physi- 
cal &  Occupational  Therapy  in  Geriat- 
rics) the  argument  is  made  that  de- 
creased visual  function  causes  de- 
creased cognitive  function,  in  other 
words,  if  you  can't  get  Information 
from  your  eyes,  your  capacity  to  think 
diminishes.  Perhaps  it  is  obvious  that 
if  there  is  no  stimulation  whatever 
from  any  sensory  organ,  there  will  be 
no  raw  material  to  use  in  the  thinking 
process.  If  this  were  all  that  was 
meant,  no  one  could  quarrel  with  it. 


However,  the  article  demonstrates  un- 
mistakably that  the  claim  being  made 
is  much  broader.  As  you  ponder  this 
so-called  scientific  treatise,  keep  in 
mind  that  the  grammatical  construc- 
tion and  usage  are  those  of  the  author 
—  not  mine.  And  also  keep  in  mind 
that  the  author  is  talking  about  you 
and  me.  Here  are  quotations  from  the 
article: 

Impaired  vision  can  result  in  a  per- 
son behaving  as  though  they  were 
demented.  Low  vision  decreases  an 
individual's  social  interaction  due  to 
the  inability  to  perceive  non-verbal 
cues  such  as  smiles,  frowns,  ges- 
tures, and  even  recognition  of  faces. 
Snyder,  Pyrek,  and  Smith  found  a 
direct  inverse  relationship  between 
vision  impairment  and  mental  acu- 
ity. 

I  remind  you  that  this  is  not  a  pas- 
sage from  an  ancient,  hoary  work  of 
mysticism.  It  is  less  than  five  years 
old.  And  I  must  say  that  this  suppos- 
edly objective  author  packs  a  lot  of 
prejudice  (and  a  good  deal  of  igno- 
rance) into  a  very  few  words.  In  this 
one  brief  excerpt,  she  says  that  the 
blind  may  exhibit  the  behavior  of  the 
demented,  that  we  are  unable  to  inter- 
act socially,  and  that  the  less  we  can 
see  the  more  we  can't  think.  And  in 
case  there  is  any  doubt  about  the  atti- 
tude of  the  writer  toward  the  blind, 
consider  this  recommendation  from 
that  portion  of  the  text  containing  so- 
called  "strategies  to  help."  Remem-' 
ber  that  the  person  about  whom  this 
advice  is  being  given  is  blind  ^  not 
emotionally  traumatized,  not  mentally 
unhinged,  not  psychologically  de- 
ranged —  just  blind. 

It  is  important  |the  author  says]  to 
avoid  moving  personal  belongings 
and  furniture  without  the  consent  of 
the  visually  impaired  client,  espe- 
cially in  the  client's  home. 

A  brief  quotation,  not  dramatic  — 
but  examine  the  nuances.  Do  the 
medical  professionals  you  know  come 
to  your  residence  to  rearrange  the  fur- 
niture? Is  it  assumed  that  one  of  their 
responsibilities  Is  to  decide  what  pat- 
tern should  be  established  In  your 
home  —  presumably,  of  course,  |ust 
for  your  own  good?  Or  is  this  simply 
another  variation  of  the  ancient  myth 
not  only  that  we  who  are  blind  memo- 
rize the  location  and  arrangement  of 
all  items  in  our  homes  but  also  that 
movement  of  anything  will  visit  disori- 
entation and  danger  upon  the  unfortii-<jj 
nate  automatons  who  live  there?         -i 

Such  fables  and  stereotypes  (even^ 
when  surrounded  with  the  trappings 
of  science)  are  still  only  fables  and 
stereotypes.  Their  placement  in  the  lit- 
erature of  the  medical  profession 
does  not  change  their  pseudoscien- 
tific  nature.  They  are  as  ridiculous  and 
as  devastating  to  the  future  of  the 
blind  as  any  of  the  misbegotten,  be- 
nighted theories  of  the  Middle  Ages 
—  or  the  1940s  —  or,  for  that  matter, 
last  week  or  yesterday.  They  are  not  a 
description  of  reality  but  a  reiteration 
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of  ignorance.  Blindness  does  not 
mean  that  we  tiave  lost  our  sanity,  our 
ability  to  think,  or  our  interpersonal 
skills.  Let  those  who  doubt  our  capac- 
ity come  to  this  convention.  We  will  in- 
teract socially  with  the  best  of  them; 
we  will  continue  to  think  for  ourselves; 
and  we  will  make  the  plans  and  take 
the  actions  to  determine  the  shape  of 
our  own  tomorrow.  We  have  the 
ideas;  we  have  the  leadership;  and 
we  have  the  people.  Nothing  can  pre- 
vent us  from  going  the  rest  of  the  way 
to  freedom,  for  we  will  not  let  it  hap- 
pen. We  have  reached  the  kindling 
point,  and  we  absolutely  intend  to  re- 
flect the  flame. 

As  members  of  the  National  Feder- 
ation of  the  Blind  know,  an  increasing 
number  of  our  experiences  with  the 
scientific  community  are  not  negative 
but  positive.  In  fact,  many  of  us  work 
as  members  of  the  scientific  establish- 
ment. There  are  blind  physicists,  blind 
chemists,  blind  electrical  engineers 
and  blind  computer  scientists.  Then, 
too,  there  are  the  mathematicians. 

The  cover  story  of  the  May  13, 
1989,  edition  of  Science  News  de- 
scribes the  work  of  Bernard  Morin  at 
Louis  Pasteur  University  in  Stras- 
bourg, France.  One  specialty  of  math- 
ematics is  topology,  the  study  of  the 
relationship  of  shapes.  A  classic  prob- 
lem in  topology  is  how  to  reverse  the 
surface  of  a  sphere  (turn  it  inside  out) 
without  permitting  it  to  crease.  The  so- 
lution to  this  (and  other  abstruse  co- 
._-nundrums)  has  helped  resolve  prob- 
lems in  disciplines  outside  mathemat- 
ics —  such  as  molecular  biology,  par- 
ticle physics,  and  cosmology.  Al- 
though It  has  been  theoretically  possi- 
ble to  perform  this  sphere  reversal 
(known  as  an  eversion),  nobody  has 
been  able,  until  recently,  to  describe 
the  concept  in  three-dimensional 
terms.  However,  the  problem  has  now 
been  solved.  And  how  do  you  sup- 
pose the  solution  was  reached?  Here 
are  excerpts  from  the  Science  News 
article: 

Morin  [the  article  tells  us]  starts  with 
a  cuboctahedron,  which  looks  like  a 
cube  with  its  corners  lopped  off, 
[and]  transforms  the  cuboctahedron 
into  a  curiously  shaped  figure,  which 
he  calls  the  "central  model,"  with 
only  twelve  faces.  A  sequence  of  six 
elementary  moves  carries  the  central 
model  through  the  tricky  stages  of 
the  eversion.  A  final  flurry  of  moves 
produces  an  octahedron  again,  now 
turned  inside  out. 

Quoting  the  scientist  George  K. 
Francis  the  article  continues: 


im 


Bernard  Morin  is  not  distracted,  like 
the  rest  of  us,  by  pencil  and  paper 
and  the  business  of  drawing  and 
looking  at  pictures.  He  is  blind.  With 
superb  spatial  imagination,  he  as- 
sembles complicated  homotopies 
[transformations]  of  surfaces  directly 
in  space.  He  keeps  track  of  temporal 
changes  in  the  double  curves  and 
the  surface  patches  spanning  them. 
His  instructions  to  the  artist  consist 
of  a  vivid  description  of  the  model  in 


his  mind. 

This  reporl  in  Science  News  illus- 
trates the  fundamental  proposition 
that  understanding  is  not  a  matter  of 
visual  acuity  —  but  even  in  doing  this, 
it  shows  the  power  of  the  outmoded 
stereotype.  Morin,  we  are  told,  is  not 
distracted  like  the  rest  of  us  by  pencil 
and  paper  and  the  business  of  draw- 
ing and  looking  at  pictures.  He  is 
blind  —  and  so,  presumably,  in  a  rar- 
efied inner  world  of  his  own,  not  trou- 
bled by  the  humdrum  images  of  ev- 
eryday life.  Nonsense!  If  he  is  intelli- 
gent, he  is  intelligent.  Blindness  has 
nothing  to  do  with  it. 

Most  of  us  do  not  know  and  could 
not  imagine  why  the  topological  prob- 
lem of  the  French  mathematician  is 
important.  But  we  can  readily  under- 
stand that  the  blind  are  as  capable  as 
others  of  addressing  and  solving 
complex  questions.  The  factor  limiting 
our  progress  is,  as  it  has  always 
been,  the  failure  of  society  to  believe 
in  our  ability.  It  is  not  the  absence  of 
the  visual  image  that  stifles  growth, 
but  the  failure  of  imagination.  Not  all 
of  us  are  scientists,  but  some  of  us 
are.  Not  all  of  us  aspire  to  study  math- 
ematical relationships,  but  all  of  us  in- 
sist that  those  with  the  talent  and  de- 
sire to  participate  in  this  exacting  dis- 
cipline should  be  able  to  do  it.  With 
such  commitment  we  will  expand  our 
horizons  and  create  greater  opportu- 
nity. With  such  dedication  we  have 
built  the  National  .Federation  o<  the 
Blind.  With  such  determination  we  re- 
flect the  flame. 

A  recently  published  collection  of 
character  sketches  by  Amy  Hempel 
entitled  At  the  Gates  of  the  Animal 
Kingdom  contains  a  one-sentence  de- 
scription of  an  encounter  with  a  blind 
man.  Apparently  without  giving  it  a 
thought,  the  author  reinforces  the  be- 
lief that  the  blind  are  incompetent, 
that  we  are  very  often  lost,  that  we  do 
not  have  the  ability  to  perceive  our 
surroundings,  that  it  is  customary  and 
decent  to  give  preference  to  the  blind, 
that  very  often  the  primary  interest  of 
our  lives  is  food,  and  that  we  are  pa- 
thetic. It  Is  all  accomplished  in  a  sin- 
gle sentence,  done  with  fewer  than 
twenty-five  words.  Here  they  are; 
"Today,  when  a  blind  man  walked 
into  the  bank,  we  handed  him  along 
to  the  front  of  the  line,  where  he  or- 
dered a  B.L.T." 

Dramatic?  No,  of  course  not.  In  the 
story  the  incident  is  unemphasized, 
routine,  taken  for  granted.  A  blind 
man  walks  into  a  bank,  is  automati- 
cally moved  to  the  head  of  the  line, 
and  then  is  so  disoriented  that  he  or- 
ders a  sandwich  instead  of  money.  If 
we  aren't  careful,  the  significance  is 
so  astonishing  as  to  be  lost  In  the 
shuffle  of  the  everyday.  The  author 
finds  this  occurrence  so  common- 
place that  it  is  unemphasized,  routine, 
taken  for  granted.  That  is  precisely 
the  point.  More  often  than  not  our 
road  to  hell  has  been  paved  with 
things  which  have  been  unempha- 
sized, routine,  and  taken  for  granted. 
But  no  morel  We  have  the  drive  to 
work  together,  to  support  each  other. 


and  to  advance  our  movement.  We 
have  reached  the  kindling  point,  and 
we  intend  to  reflect  the  flame. 

In  the  spring  of  1990  Newsweek 
magazine  reported  in  an  article  enti- 
tled "Making  the  Most  of  Sight"  that, 
'After  AIDS  and  cancer,  the  medical 
crisis  Americans  fear  most  is  blind- 
ness. Not  being  able  to  see  the  stark 
outline  of  a  winter  tree"  the  article  tells 
us,  "or  the  final  scene  of  'Casablanca' 
—  the  loss  is  almost  unimaginable." 
When  I  read  this  item  from  News- 
weeli,  I  was  struck  by  the  contrast 
contained  in  those  first  few  lines.  AIDS 
and  cancer  kill.  Blindness  does  not. 
So  what  is  the  almost  unimaginable 
loss?  Is  it  really  so  bad  to  be  without 
the  visual  impression  of  a  tree  in  win- 
ter? Is  it  truly  of  vital  importance  to  ob- 
serve visually  the  final  scene  in  a  mov- 
ie? Does  blindness  mean  that  we  can- 
not enjoy  art  or  appreciate  the  experi- 
ence of  nature?  Many  (far  too  many) 
of  the  sighted  would  say  yes,  but  we 
who  live  with  blindness  every  day  em- 
phatically say,  nol  After  all,  we  are  the 
ones  with  the  data  to  know.  Speaking 
from  personal  experience,  I  can  tell 
you  that  there  is  (at  least  for  this  blind 
person)  much  joy  to  be  gained  from  a 
brisk  walk  in  a  winter  wood.  Is  the  joy 
as  much  for  me  as  for  my  sighted 
neighbors?  One  is  tempted  to  ask, 
"Who  cares?"  The  experience  is  ex- 
hilarating, fulfilling.  That  is  sufficient. 
When  our  lives  are  diminished,  it  is 
not  our  blindness  that  does  it  but  the 
mlaconceptions  anb  oddball  twstions 
we  face.  It  is  not  the  failure  to  see  the 
stark  outline  of  a  winter  tree  that  gives 
us  trouble  but  some  of  the  stark  atti- 
tudes we  have  to  deal  with. 

Let  me  be  clearly  understood.  I  am 
not  saying  that  sight  is  not  useful.  Nor 
am  I  arguing  that  it  is  wrong  to  try  to 
improve  one's  ability  to  see  —  quite 
the  contrary.  However,  I  am  saying 
that  sight  is  not  a  requirement  for  a 
good  life  —  not  the  beginning  and  the 
end  of  existence.  We  who  are  blind 
are  not  automatically  prevented  from 
having  joy,  satisfaction,  and  fulfill- 
ment; and  those  who  believe  other- 
wise are  simply  misinformed. 

An  advertisement  published  in  the 
Guy-Gannet  newspapers  in  Maine 
about  a  year  ago  says:  "Illiteracy  is  a 
little  bit  like  blindness.  Both  are  handi- 
caps. And  both  mean  you  can't  see 
everything.  A  person  who  can't  read 
can't  really  see  the  morning  paper  or 
a  child's  report  card,  a  street  sign  or  a 
prescription.  Fortunately,  illiteracy  is  a 
handicap  one  can  overcome."  Implied 
In  this  advertisement  is  the  notion  that 
both  blindness  and  illiteracy  make  a 
person  unable  to  function  but  that  al- 
though both  of  them  are  bad,  at  least 
illiteracy  can  be  changed.  For  the 
blind,  apparently,  there  is  not  much 
hope. 

What  a  distortion!  To  be  blind  is  not 
to  be  ignorant,  and  we  are  not  pre- 
pared to  permit  such  a  portrayal  of 
ourselves.  Federationists  in  Maine 
took  the  newspaper  to  task.  Rank- 
and-file  members  communicated  their 
indignation  to  the  newspaper's  man- 
agement —  and  the  combination 
worked.  Within  a  few  days  a  retraction 


appeared.  The  blind  are  capable,  and 
we  intend  that  the  public  shall  recog- 
nize this  fact.  Newspapers,  some  of 
the  most  powerful  shapers  of  public 
opinion,  often  refiect  the  misconcep- 
tions that  are  a  part  ot  the  public  im- 
age of  blindness.  But  when  it  comes 
to  blindness,  they  are  not  the  authori- 
ties. They  must  learn  from  us.  In  half  a 
century  we  have  gained  more  knowl- 
edge and  experience  about  blindness 
than  anybody  else,  and  we  know  how 
to  apply  the  lessons  we  have  learned. 
Regardless  of  the  source,  we  simply 
will  not  accept  ignorance  about  blind- 
ness without  protest.  We  have  a  right 
to  expect  a  public  image  that  will  not 
stifle  our  hopes  or  limit  our  opportuni- 
ties, and  we  have  formed  the  most 
powerful  organization  that  the  blind 
have  ever  known  to  get  the  job  done. 
You  know  the  name  of  that  organiza- 
tion as  well  as  I  do  —  the  National 
Federation  ot  the  Blind. 

There  are  a  number  of  university 
programs  which  attempt  to  instruct 
teachers  of  the  blind.  Some  of  the 
most  obnoxious  presentations  about 
blindness  may  be  gathered  from  the 
literature  being  disseminated  in  these 
academic  settings.  Consider  a  de- 
scription of  the  blind  contained  in 
course  materials  currently  being  dis- 
tributed at  San  Francisco  State  Uni- 
versity. An  article  by  Mary  Morrison 
entitled  "The  Other  128  Hours  a 
Week:  Teaching  Personal  IVIanage- 
ment  to  Blind  Young  Adults"  asserts 
that  many  bVmd  adults  do  not  Vvton 
how  to  make  a  peanut  butter  sand- 
wich, have  not  learned  to  pour  cereal 
into  a  bowl,  have  not  been  taught  to 
purchase  items  from  the  grocery 
store,  are  unable  to  handle  money, 
cannot  boil  water  on  the  stove,  are 
unfamiliar  with  the  location  of  the  re- 
frigerators in  their  own  homes,  and 
are  so  weak  that  they  cannot  lift  a 
pitcher  to  pour  water. 

[Note;  Although  Mr.  Morrison's  arti- 
cle originally  appeared  in  the  Decem- 
ber 1974  issue  of  The  New  Outlook 
for  the  Blind  (a  publication  of  the 
American  Foundation  for  the  Blind),  it 
is  at  the  time  of  this  writing,  being  dis- 
tributed to  students  as  part  of  the 
course  materials  in  the  San  Francisco 
State  University  program  for  instruc- 
tors of  the  blind  and  visually  im- 
paired.] 

Unless  you  study  some  of  this  ma- 
terial for  yourself,  you  will  have  diffi- 
culty believing  that  the  prejudice  can 
be  as  pervasive  and  deep-seated  as  it 
really  is.  Perhaps  the  segment  of  this 
article  which  begins  with  the  caption 
"can  openers"  will  illustrate  the  point. 
Notice  the  folksy  manner  of  speech 
used  to  help  persuade  the  student 
that  the  statements  being  made  are 
accurate.  Here  is  what  the  author 
says: 

Now,  I  believe,  we  are  up  to  the  can 
openers.  Each  can  opener  seems  to 
have  a  special  trick  to  operating  it. 
And,  nearly  without  exception,  the 
blind  young  person  is  not  even  al- 
lowed to  try  to  use  it.  In  any  event 
we  turn  to  the  manual  can  opener 
(Continued  on  page  12) 
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that  mother  finds  in  the  back  of 
some  drawer,  and  then  we  run  into 
the  "strength"  problem.  Opening  a 
can  requires  strength. 

I  can  immediately  think  [the  author 
continues)  of  five  young  people  on 
our  caseload  who  are  not  consid- 
ered to  be  handicapped  other  than 
by  their  blindness,  who  cannot  lift  a 
full  two-quart  pitcher  to  pour  from 
it.  I  first  learned  this  when  I  naively 
asked  a  21 -year-old  college  student 
to  pour  a  cup  of  coffee  from  a  fresh 
pot  on  his  stove.  Not  only  did  the 
heat  terrify  him,  he  actually  could 
not  lift  the  coffee  pot  off  the  stove! 
Why?  He  and  the  others  never  lift 
anything!  They  do  not  exercise. 
They  do  nothing  but  go  to  school 
(which  exempts  them  from  physical 
education),  go  to  church,  and  watch 
television.  Their  arms  are  limp.  So 
we  have  to  go  back  to  the  beginning 
with  pitcher,  partly  full,  with  cool 
water,  and  learn  how  to  pour. 

That  is  what  the  author  says,  and 
one  is  tempted  to  pass  off  such  drivel 
with  the  remark  that  no  serious- 
minded  human  being  could  be  taken 
in  by  the  idiocy.  Of  course,  there  are 
occasional  blind  people  who  cannot 
find  the  stove  or  tie  theit  shoes.  How- 
ever, to  generalize  from  these  isolated 
cases  that  the  blind  are  incapable  of  a 
wide  array  of  the  simplest  daily  chores 
is,  to  put  it  mildly,  utter  nonsense.  But 
those  who  would  dismiss  these 
course  materials  have  not  reckoned 
with  the  pedestrian  nature  of  certain 
professional  educators  who  teach  the 
teachers  of  the  blind.  Along  with  the 
article  I  have  quoted  are  separate 
evaluation  sheets  constructed  so  that 
the  person  teaching  the  blind  client 
can  record  the  progress  of  the  stu- 
dent. One  of  the  categories  to  be  reg- 
istered in  these  evaluations  is  —  if 
you  can  believe  it  —  pouring.  The 
evaluation  sheet  for  Level  I  contains 
the  category  "Pouring  —  Cold  liq- 
uids." In  Level  III  the  student  has  pro- 
gressed to  "Pours  hot  liquids."  In 
Level  IV  the  entry  is  "Pours  (ad- 
vanced)." What,  one  wonders,  is  in- 
cluded in  the  arcane  science  of 
"advanced  pouring"? 

The  insufferable  arrogance  inher- 
ent in  these  writings  is  epitomized  in 
the  explanation  of  the  title,  "The  Other 
128  Hours  a  Week:  Teaching  Per- 
sonal Management  to  Blind  Young 
Adults."  The  underlying  premise  of 
this  outline  of  teaching  techniques  for 
instructors  of  the  blind  is  that  almost 
all  of  the  schooling  for  blind  recipients 
of  rehabilitation  has  been  directed  to- 
ward the  skills  needed  for  sedentary 
employment  and  that  it  is  the  job  of 
rehabilitation  counselors  to  teach 
them  how  to  manage  their  leisure  and 
personal  activities.  In  each  week  there 
are  seven  24-hour  days.  Forty  hours 
are  used  for  work.  So  what  do  the 
blind  do  with  the  other  128  hours  a 


week?  The  bombastic  conclusion  is 
that  without  the  ministrations  of  the 
so-called  "professionals"  of  rehabilita- 
tion, we  might  be  faced  with  the  pros- 
pect of  sitting  around  doing  nothing. 
As  the  author  says,  we  Just  mostly  go 
to  school,  go  to  church,  and  watch 
television.  Don't  you  believe  iti  Those 
who  have  been  to  this  convention 
could  tell  her  otherwise. 

I  have  been  reading  documents 
from  the  "professional  literature" 
about  blindness  for  more  than  twenty 
years,  and  I  cannot  remember  ever 
running  across  one  which  contained 
so  little  discernment.  Where  do  such 
people  get  these  ideas?  Think  about 
it.  Do  you  have  the  strength  to  oper- 
ate a  can  opener?  Can  you  make  a 
sandwich  or  pour  a  cup  of  coffee? 
They  are  writing  about  you  and  me. 
They  tell  us  —  and  anybody  else  who 
will  listen  —  that  they  have  come  to 
help.  But  we  don't  want  such  assis- 
tance —  and  we  don't  need  it.  Of 
course,  like  anybody  else,  we  need 
education;  and  we  also  need  training 
in  the  skills  of  blindness  —  but  in  mat- 
ters such  as  those  described,  we  can 
and  we  will  do  for  ourselves.  The  de- 
scription of  the  blind  by  this  author  as 
little  more  than  basket  cases  is 
among  the  principal  obstacles  pre- 
venting us  from  becoming  successful, 
competent  people.  But  we  are  chang- 
ing the  image.  We  have  reached  the 
kindling  point,  and  we  intend  to  reflect 
the  flame. 

One  Friday  evening  a  few  months 
ago,  I  reached  into  my  mail  basket 
and  found  a  letter  from  a  man  from 
New  Jersey.  If  his  story  were  unique, 
it  would  be  poignant  enough  —  but  it 
is  not  unique.  It  is  an  everyday  occur- 
rence in  the  lives  of  tens  of  thousands 
of  the  blind  of  this  country,  underlin- 
ing with  grim  insistence  the  need 
(yes,  the  necessity)  for  the  National 
Federation  of  the  Blind.  The  details, 
reported  in  an  article  published  in  an 
Atlantic  City  newspaper,  show  once 
more  why  we  have  organized  and 
what  we  must  do.  Here,  as  told  by  the 
reporter,  is  the  saga  of  Bill,  whose  real 
name,  for  obvious  reasons,  I  have  not 
used: 

What  happens  to  a  man  who  sud- 
denly loses  the  tools  he  used  to  measure 
his  worth  in  the  world? 

What  happens  to  a  man  when  he 
turns  to  those  whose  very  job  it  is  to 
help  him,  and  he  is  ignored? 

This  is  what  happened  to  one  man. 

On  a  Saturday  morning  in  the  sum- 
mer of  1 988,  he  woke  up  blind. 

At  once,  he  denied  what  was  obvi- 
ous. 

He  washed  and  dressed  and  picked 
up  the  morning  paper  —  a  habit  as  fixed 
as  pulling  on  his  pants.  He  couldn't  read 
it.  He  put  it  down,  said  nothing,  and  left 
the  house. 

He  drove  to  the  office,  slowly,  delib- 
erately, guessing  at  the  traffic  lights  he 
could  not  see. 


When  he  arrived  at  the  office,  he  was 
alone.  He  sat  down  at  his  computer  ter- 
minal, and  there  confronted  the  cold 
fact  that  he  could  not  see  the  copy  he 
was  supposed  to  type. 

Bill  started  to  come  undone. 

He  had  no  idea  what  would  happen 
next.  He  had  worked  as  a  typesetter  and 
computer  operator  all  of  his  adult  life. 
What  could  he  do  now? 

Bill  saw  the  publisher  of  the  paper. 
When  he  explained  to  her  what  had 
happened,  she  offered  him  a  handshake 
and  two  words:  "Good  luck." 

The  next  day.  Bill  registered  for  state 
disability  payments.  He  would  receive 
less  than  half  of  his  old  salary. 

He  doesn't  sit  still  well.  Retirement 
was  never  part  of  his  life's  plan.  Work 
was  all.  He  needed  to  regain  his  work- 
day world.  He  needed  a  start. 

It  was  October  when  he  called  and 
spoke  with  a  receptionist  [at  the  New 
Jersey  Commission  for  the  BlindJ.  She 
said  a  representative  of  the  commission 
would  get  in  touch.  Soon  afterward  a 
caseworker  called  to  make  an  appoint- 
ment. 

He  arrived  full  of  assurances. 

Bill  told  him  what  had  happened.  He 
spoke  of  his  work  as  a  computer  opera- 
tor and  supplied  the  caseworker  with  his 
medical  history.  He  also  spoke  of  the 
long  and  lonely  days  he  had  been  living 
through. 

"I  told  him  I  was  going  nuts.  He 
asked  me  what  I  liked  to  do,  and  I  said, 
'read  —  but  I  can't  even  do  that.'  I  told 
him,  '1  need  to  find  a  job.' 

"He  said,  "You  have  been  paying  into 
the  system  all  of  your  life,  now  it  is  time 
to  reap  the  benefits.'  " 

The  caseworker  was  sympathetic.  He 
said  he  would  provide  a  cassette  player 
for  Bill  and  arrange  for  him  to  receive 
books  on  tape  from  the  library. 

Bill  was  led  to  believe  that  the  com- 
mission would  help  him  return  to  work. 
He  was  told  he  would  need  a  medical 
examination.  He  was  told  the  commis- 
sion would  pay  the  doctor's  bill  and  in- 
structed to  wait  until  the  appropriate 
forms  were  assembled.  The  caseworker 
said  he  would  call  when  everything  was 
in  place  to  make  the  appointment. 

The  commission  appeared  to  be  a 
godsend.  Here,  Bill  thought,  was  more 
than  a  promise  to  help;  here  was  the 
way  back  into  the  world. 

During  the  weeks  that  followed  that 
first  meeting  with  the  caseworker.  Bill 
grew  anxious.  He  made  several  calls  to 
the  commission's  offices.  None  was  re- 
turned. 

November  turned  into  December. 
Bill  had  been  out  of  work  for  more  than 
three  months,  a  fact  made  all  the  more 
harsh  when  he  realized  that  his  [medical 
insurance]  coverage  had  been  cut  off  on 
September  1 . 

It  was  early  in  December  when  the 
caseworker  called  again  with  the  go- 
ahead  to  schedule  a  medical  exam.  Bill 
was  told  to  call  back  with  the  date  ar- 
ranged so  the  forms  for  payment  could 
be  forwarded  to  the  doctor.  He  did,  and 
on  December  7,  Bill  saw  his  doctor. 

Bill  left  the  doctor  and  stepped  up  to 
the  receptionist's  desk.  He  asked  her 
about  the  forms.  She  said  they  had  re- 
ceived no  forms.  He  paid  for  his  visit.  A 


few  days  later,  the  caseworker  called  to 
arrange  another  meeting. 

"He  was  here  for  maybe  ten  minutes. 
I  told  him  I  went  to  the  doctor,  but  they 
didn't  have  any  forms  from  the  commis- 
sion so  I  had  to  pay  for  the  visit.  I 
showed  him  the  receipt  and  he  said 
okay.  I  expected  him  to  say  that  I  would 
be  reimbursed,  but  he  didn't.  He  said 
the  commission's  doctor  would  review 
the  results  of  my  exam.  I  told  him  I 
never  received  the  cassette  player.  He 
said  he  would  check  on  that  when  he 
got  back  to  the  office  and  call  me." 

A  few  weeks  later,  Christmas  arrived 
looking  like  just  another  day.  No  word 
from  the  caseworker. 

In  January,  1989,  the  state  disability 
payments  stopped  and  Bill  became  eligi- 
ble for  Social  Security.  His  income 
dropped  again. 

He  made  more  phone  calls  to  his 
caseworker.  None  was  returned. 

The  cold  bound  him  to  the  house, 
and  it  was  easy  to  ride  out  the  day  on 
the  endless  stream  of  daytime  TV.  One 
day  turned  into  the  next,  each  the  same, 
as  empty  as  the  slate-gray  winter  sky. 
January  eventually  became  February. 

By  March,  1989,  Bill  had  been  un- 
employed for  more  than  six  months. 
More  than  three  months  had  passed 
since  he  had  heard  from  his  caseworker. 

Phone  calls  to  his  caseworker  at  the 
commission's  office  in  April  were  never 
returned. 

[This  is  a  tiny  part  of  what  the  ex- 
tensive newspaper  article  tells  us 
about  Bill's  story.  It  goes  on  to  say 
that  a  friendly  newspaper  reporter 
called  the  Department  of  Human  Ser- 
vices on  Bill's  behalf  to  complain.] 

The  next  day  [the  paper  continues] 
Bill  got  a  call  from  his  caseworker. 

When  [the  commission  staff  member] 
arrived  at  the  house,  there  was  no  men- 
tion of  his  nearly  five-month  absence, 
not  a  word  about  all  of  the  phone  calls 
that  were  never  returned.  Instead,  he 
announced  that  the  commission  had  re- 
viewed the  medical  exam  performed  in 
December  [remember  that  we  are  now 
in  April),  and  was  not  prepared  to  ad- 
dress the  problem. 

In  August,  Bill  was  given  a  series  of 
oral  and  written  examinations  by  a  psy- 
chologist at  the  commission's  office.  He 
was  told  the  tests  were  part  of  the  pro- 
cess that  would  return  him  to  the  work- 
place. 

In  September,  he  received  the  results 
of  the  exams.  He  was  weak  in  mechani- 
cal skills,  but  sharp  in  computer-ori- 
ented skills.  The  psychologist  noted  that 
he  was  suffering  a  lack  of  self-worth.  He 
was  depressed. 

In  October,  his  caseworker  brought 
him  a  typewriter.  He  should  refresh  his 
typing  skills,  he  was  told.  The  case- 
worker said  he  had  also  arranged  for  an 
instructor  to  come  out  to  the  house  to 
help. 

Bill  thought  it  was  an  odd  gesture. 
Had  he  been  waiting  a  year  for  a  type- 
writer? 

"I  was  desperate.  I'm  sure  I  sounded 
like  I  was  begging.  I  said  to  him,  "Listen, 
in  the  beginning  I  told  you  I  wanted  to 
work  to  get  out  of  the  house,  to  have 
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something  to  do.  But  now,'  I  said,  'there 
isn't  any  money  left.  It's  a  necessity.  I 
need  work.  Any  kind  of  work.'  " 

Before  the  month  was  out.  Bill  met 
the  typing  instructor,  a  young  woman, 
who  is  blind,  who  showed  him  how  a 
blind  person  becomes  acclimated  to  a 
keyboard.  But  Bill  knows  the  keyboard. 
Bill  thought  the  session  pointless. 

In  November,  his  caseworker  called 
him  to  the  commission's  office.  [By  this 
time  Bill  had  been  blind  and  out  of 
work  for  well  over  a  year.) 

And  that  day,  for  the  first  time,  there 
was  talk  of  a  job. 

"The  caseworker  said,  'I'm  going  to 
Atlantic  City  tomorrow  to  see  about  get- 
ting you  an  appointment  at  Bally's 
Grand."  I  said,  'great.'  I  was  ecstatic. 
This  was  just  before  Thanksgiving.  After 
the  holiday,  he  called  to  say  we  had  a 
tentative  meeting  on  Friday.  He  would 
call  back  with  a  definite  time." 

The  week  faded  into  the  next.  The 
caseworker  never  called.  Bill  felt 
conned. 

[This  Is  the  story  of  Bill  as  reported 
in  the  press.  Do  you  know  Bill?  Do 
you  recognize  him?  How  many  of  us 
here  in  this  room  find  ourselves  pain- 
fully reflected  in  the  details? 

The  article  goes  on  to  describe  a 
series  of  telephone  calls  made  by  the 
reporter  to  state  officials.  Then  it  con- 
tinues.] 

It  was  now  December,  1989.  The  cli- 
ent service  representative,  who  is  blind, 
and  his  driver  arrived  at  midday.  He  sat 
down  with  his  laptop  computer  in  a 
chair  near  the  Christmas  tree  in  the  liv- 
ing room.  His  driver  sat  in  the  kitchen. 
Bill  spoke. 

Why  were  his  phone  calls  never  re- 
turned? Why  didn't  his  caseworker  ever 
call  to  say  w'lat  happened  to  the  inter- 
view? Why  didn't  he  get  the  cassette 
player?  Why  were  his  hospital  bills  still 
not  paid?  What  was  he  supposed  to  say 
to  the  collection  agencies  that  were  now 
hounding  him?  Why,  after  a  fifteen- 
month  relationship  with  the  commission, 
was  he  no  better  off  than  the  first  day  he 
found  himself  out  of  work? 

"I  never  asked  you  people  for  a 
handout,"  Bill  said.  "I  asked  for  help.  I 
need  help.  I'm  fifty-eight  years  old  and 
I'm  not  going  to  just  sit  around  this 
house  waiting  to  die." 

The  client  service  representative 
called  Bill  on  December  20.  It  was  a 
short  one-sided  conversation.  "The  deal 
with  Bally's  fell  through,"  he  said.  "Your 
caseworker  will  be  in  touch  with  you 
soon." 

Three  weeks  later.  Bill  received  a  let- 
ter from  his  caseworker  dated  January 
16,  1990.  It  read  in  part:  "This  is  to  in- 
form you  that  the  paperwork  is  not  be- 
ing generated  so  the  (medical)  bills  you 
incurred  can  be  paid.  I  will  be  contact- 
ing you  shortly  to  discuss  your  status 
with  the  commission  and  other  related 
items." 

In  February,  Bill  received  notice  that 
a  registered  letter  had  arrived  for  him  at 
the  post  office.  It  was  from  his  casework- 
er. The  first  sentence  of  the  letter,  dated 
February  6,  read:  "On  Wednesday, 
February  14,  1990,  I  will  contact  you 


via  telephone  between  9:00  a.m.  and 
12:00  noon." 

Bill  was  dumbfounded. 

"Who  sends  a  registered  letter  to  a 
blind  man.  I  had  to  get  a  neighbor  to 
drive  me  down  to  the  post  office  to  get 
it.  It  cost  two  dollars  to  send  it.  For 
what?  To  tell  me  he  would  call  me?" 

On  February  14,  the  caseworker 
called  at  1 :45  p.m.  to  say  he  would 
come  out  to  see  Bill  on  Wednesday  the 
21st.  He  would  have  forms  to  fill  out. 

On  February  21,  the  caseworker 
called  to  say  his  secretary  had  not  fin- 
ished typing  the  forms.  He  said  he 
would  be  out  to  see  Bill  the  first  thing 
the  next  day. 

On  February  22,  the  caseworker  did 
not  show.  He  did  not  call.  Dumb- 
founded was  no  longer  an  adequate 
word  to  describe  Bill's  state  of  mind. 

On  February  27,  when  the  case- 
worker did  call,  a  new  date  was  set  for 
the  appointment. 

"In  all  of  this  time,  they  couldn't  get 
me  even  an  interview?"  [Bill  ques- 
tioned.] "Not  one  interview?  Is  there 
nothing?  Is  this  it?  Look  at  me.  I  clean 
the  house.  I  make  lunch  at  noon.  I  start 
dinner  at  five.  This  can't  be  it. 

"And  yet,  here  I  sit.  I'm  no  better  oft 
today  than  I  was  the  day  I  first  called  the 
commission." 

That  was  eighteen  months  ago. 

I  got  Bill's  letter  last  year  just  after 
the  occurrence  of  events  I've  been  re- 
lating to  you.  I  tried  to  call  him,  but  I 
couldn't  find  a  number  listed  in  his 
name.  I  telephoned  the  reporter  and 
eventually  tracked  down  the  informa- 
tion. I  spoke  with  Bill  and  invited  him 
to  join  the  Federation.  We  talked 
about  the  work  that  blind  people  are 
doing  all  over  America.  I  asked  Bill  to 
believe  that  there  is  more  for  those 
who  are  blind  than  the  paper-shuf- 
fling and  dreariness  of  some  of  the 
agencies  for  the  blind.  Ttiere  is  the 
spirit  of  the  National  Federation  of  the 
Blind  —  a  spirit  that  springs  from  the 
joint  effort  to  achieve  fully  productive 
lives,  the  commitment  of  mutual  sup- 
port, and  the  enthusiasm  of  the  dis- 
covery that  blindness  need  not  mean 
helplessness  or  hopelessness.  All  of 
this  is  a  part  of  the  organized  blind 
movement,  our  movement,  the  Na- 
tional Federation  of  the  Blind. 

How  long  does  it  take  to  extinguish 
the  spark  of  initiative  —  to  kill  the 
spirit  and  crush  the  dream?  For  Bill  it 
takes  more  than  eighteen  months.  He 
has  joined  our  movement,  and  he  is 
once  again  employed  as  a  computer 
operator.  I  suppose  I  need  not  tell  you 
that  he  found  the  job  without  the  help 
of  the  New  Jersey  Commission  for  the 
Blind. 

Yet,  there  are  those  who  tell  us  that 
we  are  harsh  and  unreasonable  in 
criticizing  some  of  the  governmental 
and  private  agencies  established  to 
help  the  blind.  Let  them  call  us  wfiat 
they  will  and  say  what  they  please. 
We  have  the  idea  of  freedom;  we  are 
the  leaders;  and  we  know  how  to 
woik  together  and  support  each  oth- 
er. We  have  reached  the  kindling 
point  —  and  we  Intend  to  reflect  the 
flame. 


There  was  a  time  wtien  it  was  ac- 
cepted that  the  blind  would  be  on  ttie 
fringe  of  society  —  a  burden  to  be 
carried  —  unproductive,  unwanted, 
shunned.  There  were  occasional  indi- 
viduals who  fought  this  common  per- 
ception, but  they  were  generally  de- 
feated by  tfie  force  of  so-called 
"common  sense."  But  then  there 
came  together  the  essential  elements 
for  change.  It  cannot  happen  in  a  mo- 
ment, but  the  process  is  tfioroughly 
under  way.  Much  tfiat  is  written  and 
thought  about  blindness  is  as  fraught 
with  misunderstanding  as  one  could 
possibly  imagine.  Ttie  experts  in  ger- 
ontology tell  us  that  visual  acuity  and 
intellectual  capacity  are  linked.  News- 
paper editors  declare  that  blindness, 
like  illiteracy,  indicates  ignorance  and 
incapac'fy.  The  weekly  news  maga- 
zines suggest  that  being  blind  is  al- 
most as  bad  as  suffering  from  AIDS  or 
cancer.  The  educators  in  the  universi- 
ties who  are  supposed  to  bring  en- 
lightenment to  instructors  of  the  blind 
disseminate  the  view  that  we  have  dif- 
ficulty opening  a  can  or  pouring  wa- 
ter. The  agencies  established  to  pro- 
vide service  to  the  blind  direct  us  to 
wait  patiently  and  reap  the  benefits  of 
a  welfaire  check. 

Nevertheless,  conditions  for  the 
blind  in  the  1990s  are  dramatically 
and  enormously  different  from  tfiose 
that  prevailed  fifty  years  ago.  Despite 
the  litany  of  protjiems  I  have  recited, 
our  prospects  are  better  than  they 
bawe  ewer  been.  Our  present  is  more 
fulfilling.  Our  future  is  more  promising. 
Blind  mathematicians  astonish  their 
colleagues  with  their  innovative  solu- 
tions to  the  most  difficult  problems. 
Despite  the  laziness  and  befuddle- 
ment  of  certain  segments  of  the 
agency  establishment,  the  tide  is  turn- 
ing the  other  way.  Increasingly  the 
agencies  are  working  with  us,  and  the 
momentum  is  building.  New  fields  are 


being  entered,  new  employment  and 
independence  achieved.  And  of 
course,  a  growing  number  of  agen- 
cies are  managed  by  Federationists 
and  operated  with  Federation  philoso- 
phy —  with  dramatic  results.  Although 
the  literature  often  contains  refer- 
ences which  belittle  the  capacity  of 
the  blind,  there  are  also  (and  ever 
more  frequently)  the  positive  images 
—  and  we  are  not  without  our  own  ca- 
pacity to  write. 

A  powerful  new  spirit  now  moves  in 
the  blind  of  the  nation  —  and  also  in 
growing  numbers  of  the  public.  The 
vital  elements  for  an  alteration  in  the 
pattern  of  our  experience  have  come 
together  in  an  energetic  and  forceful 
mixture.  We  in  this  room  tonight  are 
the  force  which  will  propel  our  move- 
ment through  the  last  decade  of  the 
twentieth  century  and  into  the  one  be- 
yond. We  are  the  components  —  the 
leaders  from  throughout  the  country, 
the  rank-and-file  members,  the  new 
inspiration.  We  will  make  the  differ- 
ence, for  we  must.  Our  record  of 
achievement  during  more  than  half  a 
century  will  be  remembered  with 
pride,  but  it  is  only  the  prelude.  Each 
generation  must  do  for  itself  and  build 
on  the  past.  We  have  learned  that  les- 
son well.  We  have  learned  it  from 
each  other  and  h'om  our  own  experi- 
ences. In  our  yearning  for  freedom, 
others  can  go  with  us,  but  we  must 
lead  the  way.  We  have  not  only 
reached  but  gone  beyond  the  kindling 
point.  \Ne  are  the  blind  who  reflect  the 
flame.  No  organization  on  earth  that 
deals  with  blindness  has  the  strength, 
the  determination,  or  the  spirit  of  the 
National  Federation  of  the  Blind.  My 
brothers  and  sisters,  come!  Remem- 
ber those  who  have  shown  the  way, 
and  those  who  will  come  after.  We  will 
believe  in  each  other  —  and  with  joy 
in  our  hearts,  we  will  go  to  meet  the 
futurel 
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You  caught  me  "red  handed!" 

(Continued  from  page  9) 


the  doctor  told  me  that  two-thirds  of 
the  small  arteries  going  into  my  hand 
were  partially  or  fully  clogged.  No 
wonder  my  hand  was  having  difficulty 
healingi  He  explained  that  there  were 
no  blockages  in  the  larger  arteries  in 
my  upper  arm  which  would  have  been 
a  sign  of  much  more  serious  vascular 
problems.  The  operation  for  the  next 
day  was  on  "go."  They  scheduled  me 
for  a  sympathectomy. 

Before  you  jump  to  the  conclusion 
that  I  was  just  about  to  have  all  my 
sympathy  for  others  removed.  I  will 
explain  just  what  the  operation  in- 
volved. Deep  within  each  shoulder, 
just  above  the  collar  bone  and  to  ei- 
ther side  of  the  neck,  is  a  set  of 
nerves  called  the  sympathetic  nerve 
ganglion.  To  access  it  the  surgeon 
must  make  about  a  three-inch  inci- 
sion. He  then  bypasses  sets  of  mus- 
cles, other  nerves,  and  blood  vessels 
to  get  to  the  sympathetic  nerve  gan- 
glion. A  section  of  the  nerve  is  then 
removed.  This  must  be  done  careful- 
ly, or  complications  may  result.  These 
include  a  collapsed  lung,  severe 
bleeding,  or  intense  pain  in  the  arm. 
My  doctor  assured  me  that  by  taking 
his  time,  he  could  avoid  these  risks. 

Because  I  consider  myself  an  old 
veteran  of  the  operating  room  wars,  I 
was  mentally  prepared  when  they 
wheeled  me  into  the  OR  on  June  20. 
As  predicted,  the  operation  took 
about  two  hours.  Even  though  a  mod- 
erate amount  of  pain  was  involved,  it 
was  not  so  severe  that  I  could  not 
continue  eating  regular  meals  or  talk- 
ing with  people.  I  was  hospitalized  for 
only  four  days. 

There  were  no  complications  with 
the  operation,  but  I  did  have  some 
side  effects.  As  I  mentioned  before, 
my  right  arm,  while  not  exactly  red, 
became  a  healthy  pink  color  rather 
than  a  pale  flesh-tone.  My  family  re- 
marked that  the  good  color  extended 
all  the  way  into  my  fingertips,  a  good 
sign  as  far  as  they  were  concerned. 
However,  there  were  side  effects  in 
this  rosy  picture.  First,  the  most  obvi- 
ous change,  other  than  color,  is  that 
my  right  arm  does  not  sweat  at  all. 
This  has  good  and  bad  implications. 
Because  the  blood  is  flowing  full  blast 
through  the  arm,  as  quickly  as  the  ar- 
teries will  allow,  the  arm  cannot  rid  it- 
self of  any  perspiration.  The  blood 
simply  works  its  way  into  my  hand, 
does  its  normal  oxygen  and  nutrient 
exchange,  and  returns  to  my  heart.  As 
a  result,  my  arm  is  dry  all  the  time. 
Normally,  I  am  a  person  who  per- 
spires heavily  especially  during  the 
summer.  My  right  arm  stays  complete 
dry.  My  wife  and  kids  think  this  is  nice 
because  they  now  have  a  dry  side  to 
hug  me  on,  rather  than  having  to  put 
up  with  my  perspiration.  Unfortunate- 
ly, there  is  a  down  side  to  the  dryness 
Issue.  I  notice  now  that  I  cannot  stay 
as  cool  as  I  once  did.  I  must  be  care- 
ful that  I  do  not  become  overheated.  I 
find  that  my  right  arm  not  only  feels 
warmer,  it  is  more  prone  to  sunburn 


while  I  am  working  outside  in  the  sun- 
shine. Other  side  effects  include 
some  discomfort  in  my  right  arm  es- 
pecially at  night  when  I  am  in  a  prone 
position.  The  discomfort  is  slowly  re- 
ceding. I  have  also  noticed  that  the 
right  side  of  my  nose  plugs  up  when  I 
sleep.  The  droopy  eye  lid  on  the  right 
has  not  bothered  me  because  I  can- 
not see  anyway. 

At  the  date  of  this  writing,  August 
1991,  it  has  been  six  weeks  since  my 
operation.  The  incision  has  healed 
nicely,  leaving  only  a  scar.  What  is 
most  important,  however,  are  the  re- 
sults of  the  operation.  I  did  not  expect 
miracles  overnight.  I  did  expect  that 
some  beneficial  results  would  occur 
within  a  few  weeks.  Since  it  took 
neariy  twenty-seven  years  for  this 
breakdown  to  manifest  itself  in  my  fin- 
gers, I  did  not  expect  an  improvement 
to  show  immediately.  Previous  to  the 
operation,  the  nails  on  my  ring  finger 
and  thumb  had  been  coming  in 
ragged  or  not  at  all  because  of  the 
poor  circulation.  However,  about  a 
month  after  surgery,  my  fingernails 
began  coming  in  normally  again.  Now 
they  are  coming  in  quite  smoothly 
about  half  way  up  from  the  cuticle. 
The  ulcer  on  my  right  thumb  is  now 
almost  completely  healed.  While  heal- 
ing slower,  the  other  sores  on  my  ring 
finger  and  the  back  of  my  little  finger 
have  also  improved.  No  new  sores 
have  appeared  on  any  of  my  other  fin- 
gers. (Editor's  Note:  On  October  21, 
1991, 1  conversed  with  Allan  who  said 
that  his  thumb  and  ring  finger  were 
completely  healed  and  the  small  fin- 
ger was  almost  healed.) 

These  may  be  small  victories,  but 
not  much  time  has  passed  since  I  had 
the  operation.  I  feel  that  the  remaining 
ulcers  on  my  fingers  have  a  good 
chance  to  heal.  With  the  aid  of  a  new 
material  recently  out  on  the  market, 
called  "Duroderm,"  I  continue  to  type 
on  my  computer  without  pain.  I  keep 
all  of  my  sores  covered  with  this  flexi- 
ble, skin-like  material.  I  apply  it  di- 
rectly on  my  wounds  after  using  some 
antiseptic  medication.  1  can  put  my 
hands  in  water  or  get  them  soiled 
without  worrying  about  getting  my 
sores  infected.  These  patches  can  be 
cut  to  size  to  cover  just  the  areas  that 
need  to  be  protected.  An  adhesive 
strip  is  not  needed  to  secure  them. 

Is  it  worth  it  to  go  through  this  op- 
eration? Is  it  worth  all  the  pain  and 
side  effects  I  now  have  to  endure?  An- 
other person  may  not  think  so,  but  1 
believe  that  It  is.  Because  I  know  what 
going  through  amputation  operations 
is  all  about,  I  know  that  I  do  not  want 
to  go  through  another  one.  I  value  my 
hands  even  more  than  I  valued  my 
feet.  I  still  can  function  normally  with 
prosthetic  legs.  With  the  loss  of  my 
hands,  however,  functioning  would  be 
immeasurably  more  difficult.  1  know 
how  important  it  is  to  use  alternative 
techniques  to  accomplish  what  1  used 
to  do  with  my  eyesight,  using  the 
sense  of  touch.  Without  my  right  hand 


—  I  am  right  handed  —  I  would  have 
considerably  more  difficulty  doing 
what  I  want  to  do.  Because  I  enjoy 
typing  on  my  computer,  because  I  like 
to  read  Braille  and  to  tinker  with 
things,  I  consider  losing  either  hand  a 
severe  blow  to  my  enjoyment  in  life.  It 
is  worth  going  through  the  operation 
and  a  few  minor  side  effects  to  pre- 
vent the  loss  of  fingers  or  hands. 

One  of  the  most  important  services 
of  the  National  Federation  of  the  Blind 
is  its  function  as  a  medium  of  passing 
along  new  information  to  its  member- 
ship. Along  with  telling  an  interesting 
story,  I  feel  that  if  someone  can  bene- 
fit from  the  information  I  have  present- 
ed, I  may  help  another  person  avoid 
what  I  have  already  experienced  with 
my  feet.  My  doctor  has  indicated  to 


me  that  not  only  can  he  perform  these 
sympathectomies  on  an  arm,  he  also 
does  them  on  legs.  If  I  had  known 
about  this  procedure  ten  years  earlier, 
if  this  operation  had  been  available 
during  that  time,  I  could  have  possibly 
saved  both  my  feet.  I  know  that  this  is 
just  vnshful  thinking  on  my  part.  How- 
ever, if  someone  faces  the  prospect  of 
an  amputation,  either  of  a  foot  or  a  fin- 
ger, he  now  has  another  option. 

I  would  be  glad  to  speak  with  any- 
one who  is  facing  this  prospect.  If  I 
can  help  to  answer  questions  about 
this  particular  operation,  my  amputa- 
tions, or  the  kidney  transplant  I  have 
had,  please  feel  free  to  contact  me. 
Allan  Nichols,  1514  Oak  Court,  Chey- 
enne, WY  82001;  telephone:  (307) 
632-7221. 


Renal  vasculature  and 
diabetic  nephropathy 


One  of  the  most  important  compli- 
cations of  diabetes  is  the  develop- 
ment of  renal  failure.  The  mecha- 
nisms causing  loss  of  renal  function 
are  poorly  understood.  However 
there  is  good  evidence  that  the  early 
effects  of  diabetes  on  the  kidney  are 
in  fact  an  increase  in  function,  both 
filtration  rate  and  blood  flow,  and  that 
this  hyperfiltration  state  sets  the 
stage  for  eventual  loss  of  function. 
Drs.  Josie  Brrggs  and  Frank  Brosius 
of  the  Division  of  Nephrology  at  the 
Michigan  Diabetes  Research  Training 
Center  are  engaged  in  an  investiga- 
tive effort  to  understand  the  pro- 
cesses in  the  renal  vasculature  that 
cause  this  early  hyperfiltration. 

Dr.  Brosius'  lab  has  established 
that  certain  well  characterized  protein 
molecules  called  facilitative  glucose 
transporters,  commonly  referred  to 
as  GLUT  molecules,  are  present  in 
the  kidney.  These  large  membrane 
proteins  are  responsible  for  the  trans- 
port of  glucose  in  the  cell.  In  the  re- 
nal vasculature  it  is  likely  that  the 
density  of  these  molecules  is  the  ma- 
jor determinant  of  the  glucose  con- 
centration within  the  cell.  Work  by  Dr. 
Brosius  has  characterized  the  spe- 
cific glucose  transporters  present  in 
the  reneil  microvasculature.  Since 
glucose  concentration  in  the  vascular 
smooth  muscle  cells  is  normally  quite 
low,  the  studies  suggest  that  regula- 
tion of  the  synthesis  of  glucose  trans- 
porters is  a  key  regulatory  event  for 
the  renal  vasculature.  From  the 
known  characteristics  of  these  mole- 
cules it  is  also  possible  to  character- 
ize the  availcibility  of  glucose  to  the 
cell.  Dr.  Brosius  has  also  demon- 
strated that  the  density  of  the  glucose 
transporters  in  the  renal  microvascu- 
lature is  diminished  in  diabetes. 

Work  in  Dr.  Briggs'  lab  is  currently 
exploring  an  interesting  link  between 
cell  metabolism  and  glucose  avail- 
ability and  the  state  of  contractility  or 


relaxation  of  the  vascular  "smooth 
muscle  cell.  This  link  is  provided  by  a 
type  of  ion  channel  called  the  ATP- 
sensitive  potassium  channel.  ATP- 
sensitive  potassium  channels  func- 
tion together  with  GLUT  molecules  to 
control  the  cell  membrane  potential, 
which  in  vascular  smooth  muscle  de- 
termines whether  vessels  dilate  or 
constrict.  The  important  property  of 
ATP-sensitive  potassium  channel  is 
that  the  level  of  metabolism  in  the  cell 
determines  whether  this  channel  is 
open  or  closed.  Ion  channels  in  vas- 
cular smooth  muscle  cells  determine 
the  sensitivity  of  the  cell  to  contrac- 
tion or  dilation.  Work  in  Dr.  Briggs' 
lab  has  shown  an  interesting  new 
category  of  channel  is  present  on  the 
small  renal  microvasculature  ele- 
ments which  control  blood  flow  to  the 
kidney  and  that  vessels  change  tone, 
depending  on  glucose  availability. 

Taken  together,  these  two  sets  of 
observations  permit  a  hypotheses 
that  for  the  mechanism  of  increased 
blood  flow  and  filtration  rate  in  eariy 
diabetes,  tower  GLUT  expression  in 
the  vascular  smooth  muscle  cell 
would  decrease  the  ATP  pool  within 
the  cell,  which  in  turn  would  open 
ATP-sensitive  potassium  channels 
and  tend  to  promote  vasodilation  of 
the  renal  vascular  elements.  This  hy- 
pothesis generates  some  testable 
predictions  and  potential  mecha- 
nisms for  intervening  in  the  relentless 
progression  of  renal  disease  in  many 
diabetic  patients.  Studies  are  cur- 
rently undenway  in  the  laboratories  of 
Dr.  Briggs  and  Dr.  Brosius  to  evalu- 
ate the  functional  role  for  the  glucose 
transporters  and  the  ATP-sensitive 
potassium  channels  in  diabetic  neph- 
ropathy. 

(Note:  This  article  appeared  in  the 
Fall  1991  issue  of  Michigan  Diabetes 
Research  Training  Center,  Ann  Arbor, 
Ml.) 
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Disabled  and  successful 

(A  parallel  analogy  of  life  and  work) 

(Continued  from  page  1) 


secretary.  I  worked  more  and  more  as 
a  paralegal  as  the  years  passed.  By 
1980  I  was  a  practicing  paralegal  and 
handled  all  the  secretarial  functions 
as  well.  In  1985  I  again  formally  grad- 
uated from  a  certified  paralegal  school 
and  proudly  displayed  my  diploma  on 
the  wall  of  my  little  area  at  work.  I  be- 
came the  "answer  desk."  I  loved  the 
law  and  felt  it  my  duty  to  keep  ap- 
prised of  all  the  changes  that  particu- 
larly affected  the  procedural  practice 
at  our  law  office.  I  loved  my  job  and  it 
showed.  As  the  years  passed  I  have 
been  rewarded  with  regular  salary  in- 
creases, full  benefits,  and  full  support. 
I  felt  very  appreciated  by  my  employ- 
ers. 

Good  news  doesn't  always  last, 
though.  With  terrific  control  of  my  dia- 
betes came  complications.  By  1985 
the  diabetes  had  affected  my  eyes  to 
the  point  where  I  had  progressed 
from  background  retinopathy  to  prolif- 
erative diabetic  retinopathy  within  a 
short  period  of  time.  Prior  to  that  time 
I  had  no  indications  whatsoever  of 
eye  complications.  From  1985  for- 
ward, almost  on  a  regular  basis,  I  re- 
ceived laser  treatments  to  the  retinas 
of  both  of  my  eyes.  I  went  to  my  reti- 
nal specialist's  office  always  prepared 
for  more  laser  surgery.  I  prepared 
mentally  and  spiritually  by  relaxing 
and  praying.  Because  the  medical 
field  was  having  marvelous  successes 
in  saving  vision  of  people  with  long- 
term  diabetes,  I  knew  that  laser  treat- 
ments were  the  best  form  of  treatment 
available. 

I  had  been  handling  both  my  sec- 
retarial desk  and  paralegal  duties  for 
seven  years.  I  actually  considered  this 
an  art  form.  The  system  my  boss  and 
I  had  developed  was  really  slick.  I 
loved  the  challenge  of  my  work.  I  was 
proud  of  my  ability  to  handle  both  of 
these  job  functions  and  coordinate 
them  without  getting  stressed. 

My  world  began  to  crash  in  on  me 
in  early  1987  when  it  became  evident 
that  major  surgery  would  be  required 
in  my  left  eye  or  I  would  lose  my  vi- 
sion entirely  in  that  eye.  Even  with  the 
numerous  laser  surgeries,  the  eye 
had  continued  to  hemorrhage  on  the 
inside  into  the  vitreous  fluid.  Finally, 
the  combination  of  hemorrhages  and 
scar  tissue  from  laser  surgeries  began 
to  build  up,  contract  and  detach  my 
retina.  It  is  a  well-known  fact  that  if  the 
retina  does  not  function,  there  is  no 
sight.  The  retina  acts  as  the  film  to  our 
camera  —  the  eye  —  to  see  the  world 
around  us.  Before  surgery,  a  decision 
had  to  be  made  regarding  my  simulta- 
neous work  as  a  legal  secretary  and  a 
paralegal  because  the  future  of  my 
eyesight  was  unknown.  What  I 
wanted  most  at  that  time  was  my  own 
office  to  practice  exclusively  as  a  civil 
litigation  paralegal.  I  asked  if  I  should 
continue  in  this  position.  With  my 
questioning  came  assurance  from  my 
employers  that  this  was,  in  fact,  where 
I  belonged.  They  were  going  to  sup- 


port me  all  the  way. 

A  vitrectomy  was  performed  on  my 
left  eye  and  I  was  off  work  for  approxi- 
mately six  weeks  to  recuperate.  After 
that  major  surgery  in  April  of  1987,  I 
returned  to  an  office  of  my  own.  Along 
with  an  increase  in  salary  came  a  title: 
Civil  Litigation  Paralegal.  Within  one 
month  I  convinced  the  law  firm  of  the 
tremendous  value  of  paralegals  to  its 
profit  margin.  An  additional  paralegal 
was  hired,  thus  doubling  our  parale- 
gal staff.  Within  one  year  of  becoming 
a  civil  litigation  paralegal,  the  firm 
hired  two  more  full-time  paralegals. 
The  necessity  of  a  supervisor  for  the 
new  staff  became  evident.  In  1988  my 
title  was  changed  from  Civil  Litigation 
Paralegal  to  Senior  Civil  Litigation 
Paralegal  and  I  supervised  a  staff  of 
four.  Once  again,  I  was  rewarded  with 
support  from  my  employers  and  an- 
other increase  in  salary. 

Meanwhile,  my  vision  was  decreas- 
ing with  leaps  and  bounds.  While  per- 
forming my  paralegal  duties,  I  noticed 
a  tremendous  number  of  visual  prob- 
lems and  inadequacies.  It  seemed  the 
more  I  struggled,  the  harder  it  was  to 
visualize  everything  I  needed  to  see, 
and  the  more  acute  vision  I  lost.  I  un- 
derwent more  laser  surgeries.  The  vit- 
rectomy performed  on  my  left  eye  in 
1987  was  successful,  leaving  acute  vi- 
sion in  that  eye.  It  was  hard  to  deal 
with  the  problems  that  began  to  settle 
in  my  right  eye.  By  1989  I  was  certifi- 
ably  blind.  (The  actual  term  used  is 
"legally  blind"  which  to  some  has 
negative  connotations.)  At  that  time 
my  acute  vision  was  20/200  in  the  left 
and  1/400  in  the  right.  I  lost  my  driv- 
er's license  —  my  freedom.  Because  I 
wanted  to  remain  in  the  work  force,  I 
began  to  be  educated  about  formal 
assistance  devices  that  are  available. 
My  employers  came  through  for  me 
once  again  by  purchasing  special 
equipment  which  enabled  me  to  con- 
tinue to  perform  my  job  functions. 

At  the  age  of  37,  1  am  now  blind.  (I 
am  not  totally  blind  because  I  have 
measurable  vision  at  20/1 200  in  one 
eye  only  with  corrective  lenses.  There 
is  no  measurable  vision  in  the  other. 
In  fact,  the  eye  with  the  20/1200  is  the 
left  one  that  seemed  so  alarming  just 
three  years  ago.)  I  have  a  cataract  on 
my  "good"  eye  which  may  have  to  be 
removed  at  some  point  in  the  future.  I 
am  now  showing  signs  of  kidney 
problems  due  to  my  long-term  insulin 
dependent  diabetes. 

I  am  truly  blessed.  I  remain  very 
strong  both  mentally  and  spiritually. 
Because  I  am  able  to  show  that  I  can 
perform  new  responsibilities  with 
ease,  I  am  appreciated  and  rewarded 
by  continued  salary  increases,  contin- 
ued full  benefits  and  continued  sup- 
port. This  year  more  has  been  re- 
quired of  me.  Recently,  I  have  been 
promoted  to  Director  of  Legal  Ser- 
vices In  our  15-attorney,  48-employee 
law  firm.  Because  the  decrease  in  vi- 
sion has  not  occurred  all  at  once,  I 


have  been  given  time  to  sharpen  my 
skills  in  various  areas  of  adjustment 
and  gain  more  education.  At  the  end 
of  1990  I  was  fortunate  to  be  ac- 
cepted into  the  Guide  Dogs  for  the 
Blind,  Inc.  program  to  obtain  a  guide 
dog  to  assist  me  in  my  travels.  I  have 
learned  Braille  as  well  as  having  re- 
ceived advanced  orientation  and  mo- 
bility training  for  travel  with  my  long 
white  cane.  With  my  guide  dog  or  my 
long  white  cane,  I  can  travel  anywhere 
I  want  or  need  to  go.  With  my  scan- 
ner, voice  synthesizer,  and  computer  1 
am  able  to  be  a  viable,  successful 
member  of  our  law  office. 

Short  of  a  miracle,  a  chronic  dis- 
ease such  as  insulin-dependent  dia- 
betes is  not  going  to  go  away.  Al- 
though complications  are  often  not 
stopped,  they  may  be  stabilized  with 
improved  treatment  and  control.  Over 
the  past  14  years  of  stable  employ- 
ment I  have  experienced  many  set- 
backs in  my  diabetes.  These  setbacks 
have  required  me  to  seek  out  advice, 
training,  and  a  supportive  network  of 
individuals  who  have  already  experi- 
enced the  complications  of  diabetes. 


Setbacks  have  taught  me  to  become 
more  valuable  and  well  rounded.  I 
have  had  many  heartbreaks  and  tears 
as  well  as  many  joys  and  successes. 

Because  my  joys  and  successes 
are  much  more  prominent  than  the 
setbacks,  I  am  truly  blessed.  Interest- 
ingly, every  success  at  the  office  has 
given  me  strength  to  continue  in  my 
battle  against  my  long-term  disease 
and  its  complications.  With  education 
and  alternative  techniques  I  have 
been  able  to  turn  disability  into  ability 
and  have  more  responsibilities  than 
ever  before.  I  am  disabled  and  suc- 
cessful. As  my  vision  decreased,  my 
success  at  work  increased.  This  is 
quite  a  parallel  that  runs  through  my 
life  and  work.  Truly,  these  successful 
steppingstones  at  work  have  done 
wonders  in  how  I  am  able  to  cope 
with  the  loss  of  vision.  I  am  disabled 
merely  from  what  has  been  dealt  to 
my  physically.  I  am  successful  in  that  I 
have  the  skills,  abilities,  knowledge 
and  wisdom  to  function  at  work,  at 
home  and  in  life  in  general.  I  am  dis- 
abled and  successful.  You  can  be  too. 


A  private  war 


by  LuAnne  Stoner 


How  was  1  to  know  that  I  would  be 
experiencing  my  own  private  war  in 
January  1991? 

1  had  had  a  successful  vitrectomy 
in  April  of  1989.  I  was  in  and  out  of 
the  hospital  within  24  hours.  My  dia- 
betes was  in  good  control  and  I  was 
looking  fonward  to  improved  vision  in 
my  right  eye.  1  had  sailed  through  the 
surgery  with  flying  colors  and  knew 
that  1  had  everything  to  gain. 

So,  when  in  October  of  1 990  it  was 
recommended  that  I  have  a  second 
vitrectomy  in  my  right  eye,  I  knew 
that  the  effort  was  worth  the  risks.  Af- 
ter surgery,  I  experienced  some  dis- 
comfort, but  was  not  alarmed  until 
the  surgeon  asked  me  to  follow  the 
light  with  my  left  eye.  1  asked,  "What 
light?"  1  cannot  begin  to  tell  you  how 
disappointed  I  was.  But,  with  time 
and  support,  I  knew  that  I  could  han- 
dle being  blind  in  that  eye. 

An  event  that  affected  all  of  our 
lives  encouraged  me  to  write  this  arti- 
cle. My  eye  surgery  took  place  on  the 
morning  that  the  war  in  the  Persian 
Gulf  began.  My  own  war  has  lasted  a 
long  time.  My  fight  to  cope  has  been 
just  as  strong  and  brave  as  that  of 
the  men  and  women  in  the  service  of 
our  country. 

As  the  weeks  following  surgery 
and  the  Gulf  War  moved  on,  I  kept 
thinking  the  pain  should  go  away.  Af- 
ter all,  my  left  eye  was  blind,  for  heav- 
en's sake!  Doesn't  it  stop  at  "blind?" 


No,  it  doesn't  stop  at  "blind."  Diabet- 
ics are  subject  to  eye  disease  even 
after  the  tiny  blood  vessels  of  the  eye 
have  shut  down. 

I  saw  the  eye  surgeon  on  a  weekly 
basis  and  used  the  eye  medications 
as  prescribed.  1  also  patched  my  eye 
daily  because  it  had  become  so  sen- 
sitive that  light  increased  the  pain. 

For  short  term  control,  1  was  given 
some  strong  narcotics;  but,  because 
of  the  side  effects,  I  did  not  remain 
on  those  medications  for  any  length 
of  time.  With  the  comfort  of  knowing  1 
could  use  them  again  to  gain  control 
of  the  pain,  I  continued  with  my  usual 
regimen  of  Tylenol. 

Finally,  my  surgeon  suggested  an 
alcohol  block,  a  procedure  designed 
to  poison  the  nerves  and  end  the 
pain.  The  War  in  the  Persian  Gulf  had 
been  declared  a  victory,  but  I  had  not 
yet  won  my  own  private  war.  The  al- 
cohol block  was  not  my  answer.  I  am 
going  to  try  another  alcohol  block  to 
see  if  it  will  last  longer  than  six 
weeks. 

If  it  doesn't  work,  I'll  follow  the  ad- 
vice of  my  dear  NFB  friend,  Sandy 
Ritter,  who  said,  "1  have  a  glass  eye 
and  1  put  it  in  a  jar  each  night  ...  I 
have  no  pain." 

If  my  eye  must  be  removed  so  that 
I  can  be  without  pain,  1  shall  be  able 
to  handle  that,  thanks  to  good  friends 
in  the  NFB  who  have  gone  before  me 
and  shared  their  experiences. 
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Ask  Dr.  James 

by  Ronald  James,  M.D. 


Medicine  acts  differentiy  in  oider  peopie 


Ronald  James,  M.D. 

(Note:  If  you  have  any  questions 
for  Dr.  James,  please  send  them  to 
the  editor.  The  only  questions  Dr. 
James  will  be  able  to  answer  are  the 
ones  used  in  his  column.) 

If  I  am  in  a  reaction,  and  have  a 
chocolate  bar,  how  do  I  resist  eat- 
ing the  entire  thing?  I  am  told  that  I 
shouldn't  eat  the  entire  chocolate 
bar  unless  the  reaction  is  severe. 

First,  it  will  depend  on  the  size  of 
the  chocolate  bar  and  how  much  of  it 
your  physician  wants  you  to  eat  for 
an  insulin  reaction.  For  most  adults  I 
like  to  use  about  25  grams  of  sugar 
to  treat  an  insulin  reaction.  Since 
chocolate  bars  vary  in  size,  I  would 
recommend  a  bar  that  weighs  about 
1.5  oz.  (assuming  you  are  normal 
adult  size).  It  will  contain  about  20  to 
25  grams  of  sugar  and  will  thus  be 
approximately  the  correct  size.  How- 
ever, you  should  discuss  this  with 
your  physician.  In  addition,  the  bar 
may  contain  3  to  4  grams  of  protein 
and  1 0  to  1 5  grams  of  fat.  In  some  di- 
abetics these  additional  calories  may 
be  of  concern. 

It  is  often  difficult  to  resist  eating  a 
chocolate  bar  that  is  too  large.  The 
facts  that  (1)  an  insulin  reaction  in- 
creases one's  appetite  at  the  time  of 
the  reaction,  and  (2)  the  brain  func- 
tions less  well  when  one  is  hypogly- 
cemic, make  it  difficult  for  the  diabetic 
to  control  his/her  food  intake  at  that 
time.  One  often  wants  to  eat  large 
quantities  of  food  during  a  reaction 
and  continue  eating  until  the  reaction 
clears.  There  is  no  magic  answer  to 
this  problem.  I  would  suggest  that 
you  have  available  only  the  correct 
size  chocolate  bars  and  that  you 
have  a  plan  as  to  exactly  how  much 
you  are  going  to  eat  when  you  have 
a  reaction. 

Are  there  healthy  alternatives  to 
high-fat  fast  foods? 

We  all  recognize  that  fast  food  es- 


tablishments serve  a  lot  of  foods  high 
in  fat.  Of  course  one  way  of  handling 
this  problem  is  to  avoid  these  restau- 
rants and  eat  at  home,  or  take  food 
with  us  from  home.  On  the  other 
hand,  eating  at  fast  food  restaurants 
has  become,  for  many  reasons,  a 
part  of  the  daily  life  of  many  people.  If 
one  has  some  knowledge  of  nutrition 
and  really  knows  what  his/her  meal 
plan  is  supposed  to  be,  he/she  can 
often  manage  to  eat  at  fast  food 
places  and  still  follow  the  diet.  Many 
of  the  food  chains  such  as  Hardee's, 
Wendy's  McDonald's,  Burger  King, 
Pizza  Hut,  and  Taco  Bell  provide  ex- 
change lists  for  the  foods  they  serve. 
Using  this  information,  one  may  be 
able  to  select  the  foods  lower  in  fat. 
Some  fast  food  restaurants  serve 
foods  that  are  broiled,  baked,  or 
grilled  and  thus  have  fewer  fat  ex- 
changes. When  asked,  they  will  usu- 
ally be  willing  to  leave  off  bacon 
strips,  mayonnaise,  tartar  sauce,  etc., 
which  are  very  high  in  fat.  Removing 
the  skin  from  chicken  will  lower  its  fat 
content.  When  one  is  more  con- 
cerned about  cholesterol  than  calo- 
ries, as  for  the  person  who  has  no 
weight  problem,  selecting  fast  food 
restaurants  that  prepare  their  fried 
foods  in  vegetable  oils  rather  than 
coconut  oil  or  saturated  fats,  which 
are  solids  or  semisolids  at  room  tem- 
perature, may  be  quite  helpful.  Thus, 
by  knowing  one's  meal  plan  and 
carefully  selecting  fast  foods,  It  is  of- 
ten possible  to  eat  at  such  establish- 
ments. 

Should   I   exercise    If  my   blood 
sugar  Is  running  really  high? 

Generally,  if  the  blood  sugar  is 
high,  for  example  above  300mg%, 
one  should  not  exercise.  Exercise  will 
result  in  it  rising  even  higher.  In  reali- 
ty, what  happens  to  blood  sugar  dur- 
ing exercise  will  depend  not  only  on 
the  blood  sugar  at  the  onset  of  exer- 
cise, but  more  specifically  on  the 
blood  insulin  level  at  that  time.  In 
other  words,  whether  the  blood  sugar 
falls  or  rises  during  exercise  will  de- 
pend on  the  cause  of  its  being  high. 
If  the  sugar  is  high  because  the  dia- 
betic is  not  getting  enough  insulin, 
the  effect  of  exercise  probably  will  be 
to  raise  the  blood  sugar.  In  fact,  in 
such  a  case  the  blood  sugar  may  rise 
without  exercise.  This  is  most  likely 
caused  by  uncontrolled  release  of 
sugar  by  the  liver,  which  in  turn  is 
due  to  inadequate  insulin.  If  the 
sugar  is  high  because  the  diabetic 
has  eaten  too  much  in  the  presence 
of  adequate  insulin,  exercise  will 
lower  the  blood  sugar.  This  lowering 
effect,  at  least  in  part,  may  be  made 
greater  by  the  increased  absorption 
of  insulin  if  it  has  been  given  into  an 
exercising  body  pan  such  as  an  arm 
or  leg. 


by  Or.  Allan  Bruckhelm 


My  friend  tells  me  that  her  doctor 
has  warned  her  about  the  way  medi- 
cations act  in  older  people.  This 
news  has  me  confused. 

Let  me  try  to  reduce  your  confu- 
sion just  a  bit.  It  is  a  fact  that  older 
people  react  to  medications  in  a  dif- 
ferent way  than  younger  people  do. 
This  is  the  result  of  the  normal 
changes  that  occur  as  we  grow  older. 
The  amount  of  muscle  mass  be- 
comes less,  and  the  percent  of  water 
in  our  body  becomes  less.  Both  the 
liver  and  the  kidneys  function  less  ef- 
ficiently, and  this  means  that  the 
amount  of  medications  and  the  time 
they  remain  in  our  system  may  also 
change.  That  can  lead  to  side  effects 
occurring  more  frequently  and  being 
more  severe.  Even  ordinary  over- 
the-counter  medications  such  as  as- 
pirin, vitamins,  and  antacids  can  act 
differently  and  present  some  prob- 


lems. 

But  this  does  not  mean  that  pre- 
scription medicines  should  be 
stopped  without  the  advice  and 
knowledge  of  your  doctor. 

Take  your  medicine  exactly  as  di- 
rected, never  changing  the  sched- 
ules or  dosages  without  your  doc- 
tor's advice.  Do  not  take  medicines 
prescribed  for  other  people.  They 
may  not  work  for  you  in  the  same 
way.  Get  all  the  information  possible 
about  your  medications  from  your 
doctor  or  pharmacy.  The  more  you 
know  about  them,  the  more  safely 
you  will  be  able  to  use  them.  Do  not 
keep  older  medicines  in  your  medi- 
cine cabinet. 


(Note:  This  Q  and  A  appeared  March 
3,  1991  in  the  Fort  Myers  News 
Press,  Fort  Myers,  FL.) 


Artificial  sweeteners 


Although  commercial  non-sugar 
sweeteners  might  help  dieters,  some 
research  has  indicated  that  these 
sweeteners  may  increase  hunger  af- 
ter using  them.  Do  diet  soft  drinks 
and  sugarless  gum  actually  make 
you  eat  more? 

The  results  of  various  studies  give 
no  clear-cut  answers,  but  in  a  review 
of  the  research  done  on  artificial 
sweeteners,  Barbara  Rolls,  Ph.D.,  as- 
sociate professor  of  psychiatry  at 
Johns  Hopkins,  shows  that  they  have 
never  been  found  to  increase  food  in- 
take. Rolls'  research  indicates  that 
non-sugar  sweeteners  increased  nei- 
ther hunger  nor  food  intake  and  that 
they  could  be  useful  in  dieting. 

In  the  April  issue  of  the  American 
Journal  of  Clinical  Nutrition,  Rolls  re- 
views the  controversy  over  artificial 
sweeteners  from  1986,  when  it  was 


first  reported  that  aspartame  may  in- 
crease appetite. 

"In  both  short-term  and  long-term 
studies,  the  consumption  of  artificially 
sweetened  foods  or  drinks  either 
caused  no  change  in  eating  habits  or 
reduced  the  amount  of  calories  eat- 
en," Rolls  says. 

Despite  findings  which  indicated 
that  aspartame  increased  ratings  of 
hunger,  both  the  work  done  by  Rolls 
and  her  review  of  the  literature  con- 
cluded that  these  sweeteners  may 
not  be  the  answer  to  weight  control, 
but  they  allow  the  consumption  of 
palatable  foods  that  otherwise  would 
have  been  avoided. 


(Note;  This  news  release  was  re- 
ceived from  the  Johns  Hopkins  Medi- 
cal Institutions,  Baltimore,  MD.) 


Dear  friends 


The  Diabetes  Treatment  Center  of 
Houston,  Texas  asked  its  past  and 
present  patients  to  comment  on  mea- 
sures that  family  members  or  friends 
can  take  to  better  support  the  person 
with  diabetes.  Only  minor  editing  was 
made  to  the  following  responses. 

If  you  have  comments  that  would 
help  others  better  understand  diabe- 
tes, please  send  them  to  the  Voice 
editor. 


...  My  wife  and  children  are  very 
supportive  of  my  diabetes.  It  would 
be  nice  if  my  coworkers  realized  how 
important  stress  reduction  is  to 
proper  care  of  diabetes  and  sup- 
ported my  efforts  to  reduce  stress. 

...  I  wish  you  could  understand 
how  hard  it  is  to  get  up  in  the  morn- 
ing when  my  blood  sugar  is  high  and 
I  feel  sick.  Also,  please  understand 
that  we  do  not  need  people  leaning 


over  our  shoulders  saying,  "Should 
you  be  eating  that?"  Just  be  there 
when  we  need  you. 

. . .  Thank  you  for  your  support 
and  love!  Please  don't  treat  me  like 
I'm  someone  different.  The  special 
diet  cooking  makes  me  feel  like  an 
outsider  from  my  own  family.  It  hurts, 
and  I  don't  want  to  hurt  your  feelings. 
I  know  I'm  different  now  and  always 
will  be.  Thanks  for  being  there  for 
me. 

. . .  Please  be  more  understanding 
when  I  have  insulin  reactions.  Quite 
often  you  make  me  feel  as  if  it  is  all 
my  fault  because  I  have  to  keep  a 
close  control  on  it.  This  is  not  always 
the  easel  You  often  make  me  feel 
that  helping  with  a  reaction  is  an  obli- 
gation you  are  burdened  with.  You 
are  opposed  to  this  obligation  be- 
cause it  seems  to  make  me  overly 
dependent  on  you! 
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Letters  from  Voice  readers 


These  letters,  sent  to  Janet  Lee 
who  has  contributed  articles  and  to 
Voice  Editor  Ed  Bryant,  demonstrate 
what  a  network  of  helpful  individuals 
and  their  positive  attitudes  can  ac- 
complish. Please  feel  free  to  send  let- 
ters to  the  Voice  office. 


Ed  Bryant,  Editor 
Voice  of  the  Diabetic 

Dear  Ed, 

I  just  couldn't  wait  to  tell  you  how 
much  your  phone  calls  and  copies  of 
the  Voice  of  the  Diabetic  meant  to 
me.  Since  I  didn't  know  of  your  exist- 
ence until  recently,  I  guess  I  had 
more  questions  than  normal.  But, 
bless  you  Ed,  you  took  the  time  to 
answer  all  of  them,  not  just  by  letter, 
but  by  phone.  You  gave  me  back  the 
belief  I  thought  I'd  lost,  that  people 
really  do  care. 

I  had  been  one  sccired  lady  until 
you  called,  as  I  didn't  understand  all 
the  changes  my  body  was  going 
through  concerning  my  diabetes  and 
oncoming  blindness.  After  surgery 
eight  years  ago,  I  found  out  I  was  a 
diabetic.  I  was  put  on  oral  medication 
as  I  was  allergic  to  insulin  at  that 
time.  I  was  also  allergic  to  the  first 


three  medications  I  was  given,  but  fi- 
nally received  Diabinese  which  was 
okay.  The  pills  didn't  really  help  me. 
It  wasn't  until  recently  that  my  doctor 
tried  a  new  combination  of  insulins 
that  I  wasn't  allergic  to.  He  told  me 
that  too  much  or  too  little  insulin 
could  kill  me,  and  I  was  really  scared 
then.  I  didn't  know  any  diabetics 
then,  so  I  had  to  do  it  solo.  Sticking 
myself  in  the  belly  and  taking  my  own 
blood  tests  didn't  appeal  to  me  at  aiW 
By  the  way,  I  gained  98  pounds 
while  I  was  in  the  hospital.  After  sur- 
gery, my  doctor  told  me  that  my 
weight  gain  was  normal  and  not  to 
worry  about  it.  (Most  of  the  weight 
was  in  the  stomach.)  Now  when  I  go 
to  see  him,  he  tells  me  that  if  I  don't 
lose  weight  it  will  kill  me.  I  keep  ask- 
ing him  for  help  in  doing  this,  but  all 
he  says  is,  "Eat  less."  I  eat  like  a  bird 
now,  and  most  foods  won't  stay 
down.  This  is  another  reason  I  want 
to  thank  you  profusely  for  giving  me 
a  Sacramento  phone  number  I  can 
call  to  get  the  name  of  a  diabetes 
specialist.  I'm  going  to  call  that  num- 
ber just  as  soon  as  I  can  afford  it. 
[Editor's  Note:  I  asked  one  of  our  ac- 
tive members  who  lives  in  the  Sacra- 
mento area  and  who  is  quite  knowl- 
edgeable about  competent  medical 


professionals  to  call  Ms.  Davis.) 

My  oncoming  blindness  scared  me 
too.  But  now,  with  your  support  I'm 
not  afraid  anymore.  Thanks  again, 
and  God  Bless. 

—  Bert  Davis 
Marysville,  CA 


Deeir  Ms.  Lee, 

I  am  a  diabetes  nurse  educator 
and  appreciated  your  article  in  the 
Voice  of  the  Diabetic,  summer  edi- 
tion. I  would  be  delighted  to  pass  on 
your  suggestions  for  "homemade" 
insulin  gauges  to  some  of  my  clients 

Thanks  so  much  for  being  willing 
to  help  so  many  people  maintain 
their  independence. 

Susan  Whitaker,  RN,  CDE 

Centre  Community  Hospital 

State  College,  PA 


Dear  Ms.  Lee, 

I  was  delighted  to  read  your  article 
on  the  Count-a-Dose  system.  As  an 
educator  for  patients  with  diabetes,  I 
am  always  searching  for  systems 
which  will  make  things  easier. 

Several  of  my  patients  are  blind 


and  require  insulin  for  glucose  con- 
trol. They  have  good  results  with  the 
Novolin  Pen  and  have  favored  it  over 
the  Count-a-Dose  system  due  to  their 
ability  to  hear  and  count  clicks  of 
their  dose  ...  [Editor's  Note:  The 
Count-a-Dose  is  used  by  many  blind 
diabetics.  Like  the  Novolin  Pen  sys- 
tem, the  Count-a-Dose  makes  an  au- 
dible click  for  every  two  units  of  insu- 
lin drawn.] 

The  magazine  Voice  of  the  Dia- 
betic is  an  excellent  publication 
which  I  find  I  use  frequently  as  a  re- 
source tool. 

Carol  Evrard,  RN,  ESN 

Patient  Educator 
Menorah  Medical  Center 

Kansas  City,  MO 


Dear  Mr.  Bryant, 

Your  summer  1991  issue  was  very 
informative  regarding  helping  blind 
people  give  insulin  injections.  1  would 
like  to  give  copies  of  this  issue  to 
some  of  the  nurses  at  the  hospital 
where  I  work.  Enclosed  is  a  check  for 
$10.00.  Please  send  me  five  copies 
of  the  paper  Vol.  6  No.  3. 

Georgann  Yurtin 
Jersey  City,  NJ 


Fat  substitute  decreases  fat  consumption 
in  adult  males 


Olestra,  a  non-caloric  fat  substi- 
tute, can  help  eaters  reduce  fat  and 
increase  beneficial  carbohydrates  in 
their  diets,  according  to  results  of  a 
study  at  Johns  Hopkins. 

Olestra,  not  yet  approved  by  the 
Food  and  Drug  Administration  (FDA), 
is  proposed  for  use  in  snack  foods 
like  potato  and  corn  chips.  It  has 
been  under  FDA  review  since  1987.  It 
is  the  only  fat  substitute  that  can  be 
used  in  cooking,  baking,  and  fried 
foods. 

The  American  Heart  Association, 
the  American  Cancer  Society  and 
other  organizations  say  that  too 
much  fat  in  the  diet  is  a  risk  for  heart 
disease  and  certain  cancers,  and  that 
Americans  should  reduce  their  fat  to 
30  percent  of  their  total  daily  calories. 
They  also  should  increase  carbohy- 
drates. The  typical  American  diet  gets 
36—37  percent  of  the  calories  from 
fat. 

The  study  results  are  expected  to 
be  presented  by  Barbara  Rolls, 
Ph.D.,  associate  professor  of  psychi- 
atry at  Johns  Hopkins,  at  the  annual 
meeting  of  the  Federation  of  Ameri- 
can Societies  for  Experimental  Biol- 
ogy in  Atlanta,  April  23. 

"The  study  shows  that  Olestra 
may  help  reduce  the  amount  of  fat 


consumed  by  the  average  American 
while  increasing  their  consumption  of 
carbohydrates,"  Rolls  says. 

"We  wanted  to  find  whether  peo- 
ple would  feel  hungrier  or  choose 
fatty  foods  after  eating  Olestra  more 
than  after  an  equal  amount  of  fat," 
Rolls  says.  "They  did  not  compen- 
sate for  the  decrease  in  fat  at  break- 
fast by  eating  more  fat  at  other 
meals.  Because  of  decrease  in  per- 
centage of  calories  from  fat,  the  per- 
centage of  calories  from  carbohy- 
drates increased." 

Dietary  fat,  which  has  nine  calories 
per  gram,  compared  with  four  calo- 
ries per  gram  for  protein  and  carbo- 
hydrate, has  been  shown  to  be  an 
important  contributor  to  obesity. 

In  the  study,  24  non-dieting,  lean 
males  aged  21  to  30  participated  in 
the  study  that  measured  calories 
consumed  over  24  hours  through 
breakfast,  lunch,  dinner,  snack,  and 
breakfast  the  next  day.  Women  were 
not  tested  because  the  menstrual  cy- 
cle can  affect  food  intake  and  selec- 
tion, according  to  Rolls. 

Participants  were  asked  to  select 
foods  from  the  meals  provided  by  the 
researchers  buffet-style  and  to  keep 
a  food  diary  throughout  the  study. 
Breakfast    biscuits    and    margarine 


were  prepared  by  the  Procter  &  Gam- 
ble Co.,  makers  of  Olestra,  with  either 
no  Olestra  (placebo),  20  grams  or  36 
grams  Olestra  to  be  eaten  dijring  the 
first  breakfast.  Foods  in  other  meals 
were  not  made  using  Olestra.  The 
changes  in  the  breakfast  were  un- 
known to  the  participants  and  re- 
searchers. 

Then  the  amount  of  fat  consumed 
at  each  meal  was  calculated.  They 
found  a  significant  decrease  in  daily 
fat  intake  and  percentage  of  calories 
from  fat,  with  a  reciprocal  increase  in 
carbohydrates  when  Olestra  was 
substituted.  Fat  calories  consumed 
dropped  from  41.5  percent  with  the 
placebo  condition,  to  38.9  percent 
with  the  20  grams  of  Olestra,  to  35.3 
percent  with  36  grams  of  Olestra 
consumed.  The  participants'  daily  to- 
tal calorie  count  remained  steady 
across  all  levels  of  substitution. 

The  study  also  found  no  difference 
in  feelings  of  fullness  after  the  break- 
fasts with  Olestra  and  no  difference  in 
hunger  ratings  at  any  other  time  of 
the  day. 

"Other  studies  of  Olestra  need  to 
be  done,  including  studies  of  women 
and  overweight  dieters,"  Rolls  says. 
Many  safety  studies  have  been  con- 
ducted, but  more  work  needs  to  be 


done  on  eating  behavior,  she  ex- 
plains. 

"Since  the  subjects  were  unaware 
they  were  consuming  foods  with  a  fat 
replacement,  we  measured  their 
physiologic,  not  their  behavioral  re- 
sponse,"  Rolls  says.  "We  can't  as- 
sume we  would  see  the  same  results 
if  the  subjects  knew  about  the  fat 
substitute." 

Olestra  is  similar  to  fat  because  it 
is  made  from  fat  but  is  constructed 
differently,  so  that  it  is  not  digested  or 
absorbed.  Conventional  fats  are 
made  of  glycerol  with  three  fatty  ac- 
ids and  Olestra  is  made  of  sucrose  (a 
sugar)  and  six  to  eight  fatty  acids  that 
come  from  vegetable  oils,  such  as 
soybean  or  corn  oils.  It  isn't  digest- 
ible because,  unlike  fat,  it  is  not  bro- 
ken down  by  the  body's  enzymes, 
and  it  passes  unchanged  through  the 
digestive  system. 

Rolls'  research  was  funded  by 
grants  from  the  National  Institute  of 
Health  and  the  Procter  &  Gamble  Co. 

For  press  inquiries  call  Carol  Pear- 
son or  Jocinn  Roders  at  (301)  955- 
5384. 

(Note:  This  news  release  was  re- 
ceived from  the  Johns  Hopkins  Medi- 
cal Institutions,  Baltimore,  MD.) 
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Food  for  thought 


Hear  Ye,  Hear  Ye,  A  Raffle 

The  Diabetics  Division  of  the  Na- 
tional Federation  of  the  Blind  (NFS) 
reaches  out  and  provides  support 
and  information  to  many  people.  This 
valuable  networking  costs  money, 
such  as  the  production  cost  of  the 
Voice  of  the  Diabetic,  and  we  must 
generate  funds  to  help  cover  these 
costs. 

Our  Diabetics  Division  has  elected 
to  hold  a  raffle  which  will  be  coordi- 
nated by  our  capable  treasurer,  Bill 
Parker.  The  grand  prize  will  be  $200 
and  the  winner's  name  will  be  drawn 
at  this  year's  annual  convention  of 
the  National  Federation  of  the  Blind 
on  Friday.  July  3,  1992,  in  Charlotte, 
North  Carolina.  In  addition  to  the 
grand  prize,  the  person  who  sells  the 
winning  ticket  will  receive  $100. 

The  cost  of  each  raffle  ticket  is  one 
dollar,  or  a  book  of  six  may  be  pur- 
chased for  five  dollars.  Tickets  may 
be  purchased  from  state  representa- 
tives of  our  Diabetics  Division  or  by 
contacting  raffle  ticket  chairman,  Bill 
Parker,  Lafayette  Tower.  4601  May- 
flower Road,  Apt.  2D,  Norfolk,  VA 
23508;  phone  (804)  623-1638.  Any- 
one interested  in  selling  tickets 
should  also  contact  Bill. 

Please  make  all  tax-deductible 
checks  payable  to  the  National  Fed- 
eration of  the  Blind.  Money  and  sold 
raffle  ticket  stubs  must  be  mailed  to 
Bill  Parker  no  later  than  June  15, 
1992,  or  they  can  be  personally  deliv- 
ered to  him  at  this  year's  convention 
In  Charlotte,  North  Carolina,  June  28 
through  July  4.  This  raffle  is  open  to 
everyone  and  raffle  participants  need 
not  be  present  at  the  drawing  to  win. 

National  Convention 

The  annual  convention  of  the  Na- 
tional Federation  of  the  Blind  will  be 
held  this  year  in  Charlotte,  North 
Carolina  and  attended  by  approxi- 
mately 2,500  blind  citizens.  There  will 
be  fellowship  and  learning  with  infor- 
mative program  items,  exhibits  of  the 
latest  technology  for  the  blind,  and  lit- 
erature in  Braille,  print  and  on  tape 
covering  all  aspects  of  blindness. 
Also,  there  will  be  exciting  tours, 
which  are  always  fun. 

The  activities  will  begin  on  Sun- 
day, June  28,  1992  and  end  on  Sat- 
urday, July  4,  1992.  This  year  we 
have  booked  four  beautiful  hotels 
with  the  convention  to  take  place  in 
the  convention  center.  Two  hotels  are 
clustered  around  the  convention  cen- 
ter and  the  other  two  hotels  are 
within  walking  distance.  There  will  be 
shuttle  service  provided  for  those  not 
caring  to  walk. 

The  unbeatable  room  rates  are  as 
follows:  single  $30.00  and  double/ 
twins  $35.00.  In  addition,  there  is  cur- 
rently a  1 2%  sales  tax.  The  National 


Federation  of  the  Blind  will  handle 
reservations  to  assure  that  everyone 
has  a  room.  For  reservations  and  in- 
formation contact  the  National  Feder- 
ation of  the  Blind,  1992  Convention 
Committee.  1800  Johnson  Street, 
Baltimore.  MD  21230;  (410)  659- 
9314. 

Charlotte,  North  Carolina  is  a  hub 
for  U.S.  airplanes  and  there  are  many 
direct,  nonstop  flights  nationally.  This 
convention  will  be  great.  So,  start 
packing,  and  we'll  see  you  there. 

Display  Tables 

This  year's  annual  convention  of 
the  NFB  will  take  place  in  Charlotte. 
North  Carolina.  Sunday.  June  28 
through  Saturday.  July  4.  1992.  At 
this  momentous  event  our  Diabetics 
Division  has  reserved  space  in  the 
exhibit  hall. 

There  will  be  hundreds  of  display 
tables  with  products  and  information 
that  may  be  of  interest  to  blind  per- 
sons. 

Our  Diabetics  Division  will  display 
literature  and  equipment  that  will  be 
of  interest  to  blind  diabetics  or  to 
anyone  interested  in  diabetes. 

CAN  YOU  HELP?  It  takes  m3^ny 
people  to  work  the  display  tables. 


and  if  you  can  help  for  two  hours, 
four  hours,  or  more,  please  contact 
our  display  table  chairman:  Bill  Park- 
er, Lafayette  Tower,  4601  Mayflower 
Rd.,  Apt.  2D,  Norfolk,  VA  23508; 
phone:  (804)623-1638. 

NFB  Scholarships  Program 

With  more  than  50,000  members, 
the  National  Federation  of  the  Blind 
(NFB)  is  the  largest  organization  of 
blind  citizens  in  existence.  The  NFB 
awards  far  more  in  scholarships  than 
any  other  group  or  organization. 
There  is  a  broad  array  of  scholar- 
ships offered,  ranging  from  $2,000- 
$10,000,  A  total  of  $71,500  in  schol- 
arships will  be  awarded  at  the  1992 
NFB  convention,  which  will  be  held  in 
Charlotte.  North  Carolina.  In  addition 
to  scholarships,  total  expenses  will 
be  paid  for  recipients  to  attend  the 
annual  convention  of  the  NFB. 

All  scholarships  are  merit-based, 
and  most  are  unrestricted.  Basic  eli- 
gibility requires  the  applicant  to  be  le- 
gally blind  and  a  full-time  student  in 
the  fall  of  1992.  Criteria  by  which  en- 
tries will  be  judged  are  academic  ex- 
cellence, financial  need,  and  service 
to  the  community.  The  committee 
that  evaluates  and  chooses  scholar- 
ship winners  is  composed  of  blind 
citizens  from  across  the  country,  with 
distinguished  community  and  aca- 
demic backgrounds. 

The  National  Federation  of  the 
Blind  is  an  organization  dedicated  to 
creating  opportunity  for  all  blind  per- 
sons. Recipients  of  Federation  schol- 
arships need  not  be  members  of  the 


National  Federation  of  the  Blind. 

In  the  past,  we  have  received  ap- 
proximately 500  scholarship  applica- 
tions each  year.  Applications  must  be 
received  by  March  31,  1992.  Anyone 
interested  may  request  and  receive 
as  many  application  forms  as  desired 
from: 

1.  National  Federation  of  the  Blind 
Scholarship  Committee  Chainfl/oman. 
Peggy  Pinder;  814  4th  Avenue,  Suite 
200;  Grinnell,  lA  50112;  telephone: 
(515)736-3366. 

2.  The  National  Federation  of  the 
Blind  Scholarship  Committee;  1800 
Johnson  St.;  Baltimore,  MD  21230; 
telephone:  (410)  659-9314. 

3.  All  NFB  affiliate  presidents. 

The  NFB  Scholarship  program  for 
blind  students  is  great.  Remember, 
applications  must  be  received  by 
March  31,  1992.  so  get  your  applica- 
tions in! 

Braille  Calendars 

The  American  Brotherhood  for  the 
Blind  is  offering,  free-of-charge.  an  at- 
tractive 1992  calendar  in  Braille.  Just 
write  to  the  American  Brotherhood  for 
the  Blind,  1800  Johnson  St.,  Balti- 
more, MD  21230. 

Q.  Do  you  know  how  the  hunter  who 

shot  one  frog  was  able  to 

bag  twelve? 
A.  He  shot  one  and  eleven 

others  croaked! 

Q.  Have  you  heard  the  Joke  about 

the  sidewalks? 
A.  It's  all  over  town. 

(Continued  on  page  19) 


Ann  Terry  is  a  registered  dietitian 
who  works  at  the  State  Hospital  in 
Fulton,  Missouri  and  at  the  Veterans 
Administration  Hospital  of  Columbia, 
Missouri.  She  graciously  calculates 
the  diabetic  exchanges  and  food  val- 
ues for  our  recipes. 

Send  your  great  ideas  to  the  edi- 
tor. He  is  the  official  taste  tester  and 
needs  recipes  to  test  his  taster. 
Karen's  Favorite  Lentil  Soup 
Submitted  by  Karen  Mayry 
of  Rapid  City,  South  Dakota 

Karen  Mayry  is  ttie  energetic  Presi- 
dent of  our  Diabetics  Division  and  is 
a  fine  cook. 

V2  lb.  lentils 

2  quarts  water 

1  tbsp.salt 

Vi  cup  olive  oil 

1  medium  onion,  chopped 


2  ribs  celery,  chopped 
1  clove  garlic,  minced 
1  can  (16  oz.)  tomatoes 
1  tsp.  parsley  flakes 
dash  of  pepper 

In  kettle,  combine  lentils,  water, 
and  salt;  cook  1  hour  stirring  occa- 
sionally. In  small  skillet,  heat  oil  and 
cook  onion,  celery,  and  garlic  until 
lightly  browned.  Add  tomatoes,  pars- 
ley, and  pepper;  simmer  10  minutes. 
Stir  into  lentil  mixture  and  cook  15 
minutes  longer  or  until  lentils  are  ten- 
der. 

Yield:  10  servings;  Calories:  150 
per  serving;  Diabetic  Exchanges;  1 
meat.  1  bread. 

Baked  Mushroom  and 
Rice  Casserole 

Submitted  by  Cynthia  Handel 
of  Willow  Street,  Pennsylvania 
Ttiis  recipe  appeared  in  tfie  Octo- 
ber-November   1990   issue    of  the 
Braille  Monitor,  published  by  the 
NFB. 

1  cup  uncooked  rice 

V2  cup  onions,  chopped 

1  tbsp.  butter 

1  (2V2  oz.)  can  mushrooms  with  liquid 

Vi  cup  pimentos,  chopped 

1  Vz  cups  chicken  broth 

Vi  cup  dry  sherry 

1  tsp.  salt 

%  tsp.  pepper 

Sprinkle  rice  in  lightly  buttered 
baking  dish.  Cook  onions  in  butter 
until  soft.  Add  remaining  ingredients 


and  bring  to  a  boil.  Pour  over  rice 
and  stir.  Cover  and  bake  at  375  de- 
grees for  25  to  30  minutes.  Fluff  rice 
with  a  fork  before  serving. 

Yield:  8  servings;  Calories:  105  per 
serving;  Diabetic  Exchanges:  1 
bread,  V2  fat. 

Tere's  Teriyalci  Chici<en  Legs 

by  Tere  Salinas 

of  Douglas  County,  Kansas 

This  recipe  appeared  in  the  Free 
State  News,  the  publication  of  the 
NFB  of  Kansas.  Tere  developed  this 
recipe  after  growing  tired  of  store- 
bought  marinades  that  were  not  suffi- 
ciently moist. 

3  lbs.  chicken  legs  (no  skin) 
V2  cup  vegetable  oil 
1  cup  soy  sauce 
3  tbsp.  brown  sugar 
3  garlic  cloves,  mashed 

1  tbsp.  grated  fresh  ginger  root 

2  tbsp.  cooking  sherry 

Place  all  ingredients  in  a  bowl  and 
mix  well.  Pour  these  ingredients  over 
the  chicken  and  marinate  for  a  mini- 
mum of  4  hours.  After  marinating,  put 
chicken  in  pan  with  rack  on  bottom  to 
prevent  sticking.  Pour  marinade  over 
chicken  and  bake  at  350  to  375  de- 
grees for  V2  hour.  This  chicken  can 
be  broiled  after  marinating,  but  the 
marinade  should  be  removed  and 
served  separately. 

Yield:  12  sen/ings  (one  serving 
equals  2  legs);  Calories:  290  per 
serving;  Diabetic  Exchanges:  2V2 
meats.  2  fats. 
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It's  on  the  label 

by  Claire  Hammer,  R.D. 


Food  for  thought 

(Continued  from  page  1 8) 


(Note:  Claire  Hammer,  R.D.  has  pro- 
duced a  Diabetes  Education  video- 
tape and  autliored  several  handouts 
concerning  diabetes  and  nutrition. 
Following  is  one  of  her  handouts  re- 
printed with  permission.) 

There  are  basically  two  parts  to 
nutrition  labeling: 

1 .)  The  list  of  ingredients. 

2.)  The  nutrition  information  panel. 

In  the  video,  a  list  of  ingredients 
tor  graham  crackers  was  shown  to 
you.  Here  is  that  list  again: 

Enriched  what  flour,  SUGAR,  gra- 
ham flour,  partially  hydrogenated 
vegetable  oil  shortening,  BROWN 
SUGAR,  CORN  SYRUP,  HONEY,  so- 
dium bicarbonate,  salt,  MOLASSES, 
lecithin,  malted  cereal  syrup  and  van- 
illin. 

The  words  in  capital  letters  are  all 
sources  of  sugar.  Once  you  start 
reading  lists  of  ingredients  you  will  be 
surprised  at  how  many  foods  contain 
sugar  in  some  form  and  how  few 
foods  do  not  contain  any! 

As  was  stated  in  the  video,  you  al- 
ready know  that  3  graham  cracker 
squares  are  one  starch  exchange.  As 
long  as  you  can  find  a  food  on  the 
exchange  lists  or  any  other  informa- 
tion you  may  have,  it  may  be  eaten. 
But  it  is  still  a  good  idea  to  become 
familiar  with  lists  of  ingredients  and 
know  what  is  in  your  food. 

Other  ingredients  to  become  famil- 
iar with  are  the  "ose"  words.  Words 
ending  in  "ose"  such  as  sucrose, 
fructose,  dextrose,  maltose,  glucose 
are  all  forms  of  sugar.  Other  ingredi- 
ents you  may  see  on  a  label  that  indi- 
cate sugar  are  cane  sugar,  high-fruc- 
tose corn  syrup,  invert  sugar,  raw 
sugar  and  cane  sweetener. 

Remember,  it  is  almost  impossible 
to  avoid  foods  containing  some  form 
of  sugar  and  if  you  know  how  to  plan 
it  in  your  meals  using  the  food  ex- 
change lists  you  may  do  so. 

One  more  thing  about  the  list  of  in- 
gredients. Ingredients  are  listed  in  or- 
der by  their  weight.  For  example,  on 
the  graham  cracker  label  the  en- 
riched wheat  flour  is  in  the  greatest 
quantity,  sugar  is  second  and  vanillin 
would  be  in  the  least  amount. 

The  nutrition  information  panel  is  a 
little  harder  to  understand.  Some  of 
the  information  you  may  not  even  be 
interested  in.  The  first  thing  to  look  at 
is  the  serving  size.  Is  it  a  sen/ing  size 
that  is  given  for  that  food  on  the  ex- 
change lists?  It  could  be  different 
since  the  manufacturer  of  that  prod- 
uct is  not  required  to  have 
"exchange  list"  servings.  If  you  look 
at  the  label  on  the  other  side  of  the 
handout,  notice  that  the  serving  size 
for  this  brand  of  graham  crackers  is  4 
squares.  The  serving  size  on  the  ex- 
change lists  is  3  squares.  If  you  are 
following  an  exchange  list  meal  plan 
always  follow  those  amounts. 

Many  people  are  interested  in  cal- 
ories. Calorie  counting  is  usually  not 
stressed  in  meal  plans  using  the  Ex- 


change List  system.  But  you  have  al- 
ready noticed  that  the  calories  listed 
on  the  label  below  are  60  calories  for 
4  graham  crackers.  You  may  also 
have  noticed  that  3  graham  crackers 
on  the  Exchange  Lists  are  72  calo- 
ries. All  of  the  Exchange  Lists  are  AV- 
ERAGES and  may  quite  often  not 
agree  with  nutrition  labeling.  But  if 
you  are  consistent  and  always  follow 
one  system  of  meal  planning,  the  dif- 
ferences you  find  on  labels  and  other 
meal  planning  information  you  may 
have  should  not  make  any  difference. 

The  label  will  also  give  you  grams 
of  protein,  carbohydrate  and  fat  for 
that  serving  size.  Percentages  of  the 
USRDA  (United  States  Recom- 
mended Daily  Allowances)  will  be 
given  for  many  of  the  vitamins  and 
minerals  that  you  would  be  receiving 
from  that  serving. 

Some  manufacturers  are  taking 
the  grams  of  carbohydrate  in  the 
serving  size  and  telling  you  how 
much  of  this  carbohydrate  is  complex 
and  how  much  is  simple.  Many  peo- 
ple with  diabetes  try  to  eat  more 
foods  that  have  more  complex  carbo- 
hydrate than  simple  carbohydrate. 
(Complex  carbohydrates  are  ab- 
sorbed more  slowly  than  simple  car- 
bohydrates.) 

Below  is  the  nutrition  information 
panel  from  the  box  of  graham  crack- 
ers. See  if  you  can  answer  the  follow- 
ing questions  by  looking  at  this  label. 

(Editor's  Note:  This  story  ap- 
peared in  Vol.  6,  #2,  Spring  Edition, 
but  unfortunately  the  following  infor- 
mation was  omitted.  Sometimes  it's 
hard  to  be  perfect,  however  we  keep 
trying.) 


Sugar  Honey  Grahams  Nutrition 
Information  Per  Serving 

Serving  Size  (Approx.  4  Craci<ers)  Vi  OZ. 

SERVINGS  PER  CARTON  32 

CALORIES  60 

PROTEIN  1g 

CARBOHYDRATE 11g 

FAT 2g 

SODIUM  50mg 

POTASSIUM  20mg 

Percentage  of  U.S.  Recommended  Daily 
Allowances  (U.S.  RDA) 

PROTEIN * 

VITAMIN  A * 

VITAMIN  C  * 

THIAMINE 2 

RIBOFLAVIN  2 

NIACIN  2 

CALCIUM  * 

IRON  • 

"Contains  Less  tlian  2  Percent  of  ttie 
U.S.  RDA  of  these  nutrients. 


1 .  What  is  the  serving  size  for  these  graham 
crackers? 

2.  Is  the  serving  size  the  same  as  the  serving 
size  on  the  slarch/bread  list  for  graham 
cracl<ers? 

3.  How  many  calories  are  in  one  serving  size  of 
these  graham  cracl<ers? 

4.  How  many  graham  craci<ers  would  you  eat  to 
stay  within  the  serving  size  on  the  starch/ 
bread  list? 

ANSWERS:  1.  Four  2.  No.  3.  60  calories 
4.  Three 


Peggy  Pinder  is  an  active  federa- 
tionist  who  serves  as  Chairwoman 
for  the  NFB  Scholarship  Program. 


Wild  Orchid 

Peggy  Pinder,  who  has  been  as- 
sisting the  National  Federation  of  the 
Blind  of  New  Mexico  to  make  ar- 
rangements for  this  fundraising 
project,  asked  us  to  print  the  follow- 
ing: 

A  company  of  aspiring  actdrS,  all 
living  in  New  Mexico,  has  recently 
entered  into  an  agreement  with  the 
National  Federation  of  the  Blind  of 
New  Mexico.  The  actors  use  their  tal- 
ents to  provide  audio  productions 
(with  full  cast  and  sound  effects)  of 
mystery  romances  set  in  the  exotic 
Southwest.  The  name  of  their  pro- 
duction company  is  Wild  Orchid  Pro- 
ductions, which  reflects  their  own 
amused  enjoyment  of  their  work.  The 
first  romance,  "Moondagger  of  De- 
sire," is  set  in  a  New  Mexico  archae- 
ological dig.  Others  involve  sabotage 
at  the  White  Sands  missile  range  and 
an  international  balloon  race.  All  Wild 
Orchid  offerings  are  in  the  romantic 
genre.  Six  titles  are  now  available. 
The  NFB  of  New  Mexico  receives  one 
quarter  of  the  basic  price  of  every 
taped  book  bought  by  calling  1-800- 
347-2160.  Each  tape  costs  $8.95 
plus  $2.00  shipping  —  a  good  price 
for  this  dramatization  of  a  very  popu- 
lar type  of  casual  reading.  If  you  en- 
joy romances  or  know  someone  else 
who  does,  please  call  to  place  your 
order  today.  Romance  readers,  the 
NFB  of  New  Mexico,  and  the  aspiring 
actors  all  benefit. 


Reducing  the  Chances  of 
Vision  Loss 

"Physicians  who  treat  diabetics 
may  not  be  aware  of  recent  findings 
that  show  properly  timed  eye  laser 
treatments  can  reduce  the  rate  of  se- 
vere vision  loss  including  blindness, 
caused  by  advanced  stages  of  the 
disease,  from  50  percent  to  less  than 


10  percent,"  said  Dr.  Robert  Murphy, 
Associate  Professor  of  Ophthalmol- 
ogy at  the  Wilmer  Eye  Instituted,  Bal- 
timore, MD. 

Diabetes  mellitus  occurs  in  12  mil- 
lion Americans  and  accounts  for  at 
least  12  percent  (8,000)  of  all  new 
cases  of  blindness  each  year  in  the 
United  States. 

"If  the  eye  diseases  of  diabetes 
were  diagnosed  earlier  and  received 
timely  treatment,  we  could  eliminate 
much  of  their  preventable  blindness," 
said  Dr.  Arnall  Patz,  Chairman  Emeri- 
tus of  Wilmer  and  National  Chairper- 
son of  Diabetes  2000,  an  education 
program  of  the  American  Academy  of 
Ophthalmology  (AAO).  The  AAO 
hopes  to  eliminate  all  preventable 
blindness  caused  by  diabetes  by  the 
year  2000. 

Unfortunately,  diabetic  retinopathy 
often  has  no  symptoms  in  its  early, 
most  treatable  stage.  Symptoms  may 
not  become  apparent  until  the  high- 
risk  stages  of  blood  vessel  growth 
cause  hemorrhaging. 

"Laser  treatments,  for  example," 
Murphy  said,  "can  reduce  by  half  the 
risk  of  moderate  vision  loss  caused 
by  diabetic  macular  edema,  the 
swelling  of  the  retina's  center  from  an 
accumulation  of  excessive  fluid  in  the 
retina." 


Bibie  on  Cassette 

Free  audio  cassettes  of  the  Bible 
in  several  different  languages  are 
available  to  legally  blind  persons. 
Various  Bible  studies  are  also  of- 
fered. For  an  order  form  and  listing  of 
languages  available,  contact  Bible  Al- 
liance, Inc.,  P.O.  Box  621,  Bradenton, 
FL  34206  USA;  phone  (813)  748- 
3031. 


Research  Project 

Until  recently,  scientists  believed 
that  genes  that  predispose  to  narco- 
lepsy, a  sleep  disorder,  protected 
against  Type  I  diabetes  and  that  per- 
sons who  have  both  Type  I  diabetes 
and  narcolepsy  should  be  almost 
nonexistent.  To  prove  that  theory  in- 
correct, Stanford  University  Sleep  Re- 
search Center  is  looking  for  volun- 
teers who  have  both  insulin-depen- 
dent Type  I  (early  onset)  diabetes 
and  narcolepsy.  To  qualify  for  the  re- 
search project,  a  person  must  have  a 
history  of  cataplexy  (sudden  loss  of 
muscle  tone)  and  must  have  had  a 
Multiple  Sleep  Latency  Test  at  a 
sleep  clinic  or  hospital.  The  Center 
will  arrange  to  receive  a  blood  sam- 
ple from  qualified  volunteers  who  are 
interested  in  participating.  It  is  be- 
lieved that  crucial  genetic  information 
on  both  disorders  will  be  gained  in 
the  research  project.  For  further  infor- 
mation, contact  Sleep  Research  Cen- 
ter, Stanford  University  Medical  Cen- 
ter, 701  Welch  Road,  Suite  2226, 
Palo  Alto,  CA  94304;  phone:  415- 
725-6516. 


Page  20 


VOICE  OF  THE  DIABETIC 


Winter  Edition 


(Resource  list) 


(Inclusion  of  materials  in  this  publica- 
tion is  for  information  only  and  does 
not  imply  endorsement  by  the  Dia- 
betics Division  of  the  NFB.) 


Prescription  Drugs 

Mail  Rx  is  a  one-stop  service  cen- 
ter that  offers  prescription  drugs  at 
wholesale  prices.  This  pharmaceuti- 
cal firm  is  based  in  f^aryland,  filling 
more  than  100,000  prescriptions 
yearly. 

Under  this  program,  NFB  mem- 
bers and  their  families  can  order 
maintenance  medications  and  pay 
the  average  wholesale  price,  instead 
of  the  retail  price  charged  at  other 
pharmacies. 

To  enroll,  a  patient  profile  form 
needs  to  be  sent  with  the  prescrip- 
tion to  IVIail  Rx.  Prescriptions  will  be 
filled  and  shipped,  via  UPS,  to  the 
customer's  home.  Orders  will  be 
mailed  when  received  or  the  follow- 
ing day. 

A  60-day  supply  of  drugs  must  be 
ordered;  however,  a  30-day  supply  of 
the  more  expensive  drugs  may  be  or- 
dered at  no  extra  charge.  These 
long-term  prescriptions  are  used  to 
treat  diabetes,  heart  disease,  high 
blood  pressure,  asthma,  ulcers,  other 
conditions  and  contraceptions. 

Payment  to  Mail  Rx  is  convenient. 
They  accept  many  prescription  drug 
cards  and  will  often  waive  co-pay- 
ment. Visa,  MasterCard  and  Ameri- 
can Express  are  also  accepted,  along 
with  checks  and  money  orders. 

Mail  Rx  saves  paperwork,  by  sub- 
mitting pharmacy  claims  directly  to 
your  insurance  company. 

The  National  Federation  of  the 
Blind  receives  one  dollar  for  each  or- 
der. So  please  be  sure  and  tell  Mail 
Rx  personnel  that  the  NFB  gets  credit 
for  the  order. 

To  place  orders,  or  for  information, 
contact:  Mail  Rx  toll-free  1-800-262- 
4579. 

Equipment 

Diascan-SVM  Glucose  Meter 
with  Audio  Output:  Blood  can  be 
smeared  on  the  test-strip  pad  and 
still  produce  an  accurate  clinical 
reading.  The  manufacturer  offers  a 
$125  rebate.  Suggested  retail  price  is 
$635.  With  rebate  (including  cassette 
instructions)  it  is  $510.  A  sample  cas- 
sette is  offered  free  upon  request. 
Contact:  Home  Diagnostics,  Inc.,  51 
James  Way,  Eatontown,  NJ  07724; 
telephone  toll-free:  1-800-342-7226; 
or  call:  (908)  542-7788. 

Sleep  Sentry:  Worn  like  a  watch 
to  warn  diabetics  of  nighttime  insulin 
reactions.  Perspiration  triggers  alarm. 
Cost:  $275  plus  $2  handling.  Con- 
tact: Diabetes  Supplies,  Inc.,  8181 
North    Stadium    Dr.,    Houston,    TX 


What  you  always  wanted  to  know 
but  didn't  know  where  to  ask 


77054;  telephone  toll-free:  1-800- 
622-5587  or  in  Houston  (713)  622- 
5587. 

Alcorn  Accent  Text-To-Speech 
Synthesizer:  Converts  text  on  your 
computer  screen  to  speech,  with  vo- 
cabulary of  over  20,000  words.  Six 
models:  full-length  ($745)  or  half- 
length  ($545)  PC  plug-in  cards  for 
IBM  PC-compatibles;  cards  for 
Toshiba  laptops  T1200,  T1600  or 
T1000SE  (all  $625);  plug-in  card  for 
MicroChannel  PS/2  ($895)  or  stand 
alone  unit  with  RS-232C  link  to  any 
computer  ($995);  plug-in  card  for 
Toshiba  T1200XE,  T2000SX  Laptop 
plug-in  card  ($675).  Supported  by  all 
major  screen  reader  programs.  Con- 
tact: Aicom  Corp.,  1590  Oakland 
Road,  Suite  B112,  San  Jose,  CA 
95131;  telephone;  (408)  453-8251; 
fax:  (408)  453-8255. 

Literature 

The  following  information  comes 
from  the  May  1991  issue  of  Diabetes 
Dateline,  published  by  National  Dia- 
betes Information  Clearinghouse,  Be- 
thesda,  MD. 


Diabetes,  by  Barbara  Goodheart, 
has  recently  been  added  to  the  Ven- 
ture series  of  books  for  young  people 
about  health  and  disease.  The  book 
includes  a  short  history  of  diabetes 
and  research  discoveries,  including 
insulin.  Individual  chapters  discuss 
types  of  diabetes,  causes,  diagnosis, 
and  treatments.  A  list  of  resource  or- 
ganizations is  provided:  Cost:  $12.40 
plus  shipping.  Order  from:  Franklin 
Watts,  Inc.,  Orchard  Books,  Grolier 


Warehouse,    Danbury,    CT    06816; 
telephone:  1-800-672-6672. 

A  Carousel  of  Healthy  Sweets  and 
Treats  is  a  collection  of  recipes  that 
use  neither  sucrose  nor  artificial 
sweeteners.  Using  fruit  and  fruit  juice 
concentrates,  many  of  the  recipes 
are  suitable  for  children  to  make. 
Cost:  $8.00  plus  $2.00  handling.  Or- 
der from;  The  Guild,  Children's  Dia- 
betes Foundation,  700  Delaware 
Street,  Denver,  CO  80204. 


ADVERTISERS 

Effective  advertising  doesn't  scream  at  its  audience.  It  per- 
suades. It  sells.  The  key  to  cost-effective  advertising  is  nnaking 
your  voice  heard  where  an  audience  is  already  listening.  Voice 
of  the  Diabetic  offers  such  an  outlet.  Make  your  voice  heard. 
For  advertising  Information  contact: 

Voice  of  the  Diabetic 
Ed  Bryant,  Editor 
81 1  Cherry  Street,  Suite  309 
Coiumbia,  IVIO  65201    - 

(314)875-8911  ---... 


Membership/Subscription/Donation  Form 

The  l^o/ce  of  the  D/abetfc  is  a  quarterly  magazine  published  by  the  Diabetics  Division  of  the  National  Federation 
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